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ATYPICAL MASTOIDITIS. 


BY EUGENE A. CROCKETT, M. D., BOSTON. 


Atypical mastoid disease is not only far more common than 


ordinarily supposed but its early recognition is very important on 
account of the fact that the intra-cranial complications of acute 
mastoid infection are more common in this variety of mastoid dis- 
ease than in any other, as is also thrombosis of the lateral sinus 
and general septicemia. The reason for this will be easily recog- 
nized when we consider the type of temporal bone which produces 
the large majority of such atypical cases. 

In a patient having a temporal bone with a large antrum tympani 
and numerous large mastoid cells with a thin outer cortex, it is 
obvious that a perfectly typical type of mastoid infection from the 
standpoint of the diagnostician is to be expected. Such a case will 
easily show mastoid tenderness, superficial redness, edema, and if 
allowed to go long enough, subperiostial pus. If, however, we are 
presented with a mastoid process of small size, thick outer cortex 
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and showing numerous diploic cells and small antrum tympani, 
then we may get a mastoid infection which will not show any ex- 
ternal symptoms in the way of tenderness, redness or edema. If 
also we have an infection of a low grade, we shall then have a 
mastoid infection which will be devoid of these external symptoms 
and also not have temperature or severe pain. Such a case may 
evade detection for a long period unless the practitioner is alert to 
such possibilities and may go on to a general osteomyelitis outside 
the limits of the temporal bone or have a sudden attack of acute 
lepto-meningitis or thrombosis with a fatal determination. 

In fact, in many of these cases the existence of severe endo- 
cranial complication may be the rude awakening on the part of the 
practitioner to the existence of a bone-infection which has been 
going on for weeks or months. This winter this type of mastoid 
disease has been extremely common in Boston, but | have not been 
able to determine any difference bacteriologically between this class 
of cases and any other and | therefore believe that the type of 
mastoid present rather than the bacteriological infection or the re- 
sistance of the patient. Such being the case, atypical mastoid dis- 
ease should be rare in young children in whom the outer cortex 
of the mastoid is rarely hard and when a sub-periosteal abscess is 
easily formed through the foramina of the bone or the more or less 
open fissures. And we certainly do find that children seldom pre- 
sent anything but the typical type of mastoid trouble, and also 
rarely develop intra-cranial complication from acute mastoid infec- 
tion. 

The existence of such a class of cases should be suspected when 
in any adult there exists a persistent or profuse discharge from the 
ear, more profuse than could be readily secreted in the tympanum 
and continuing profuse more than two or three weeks. If, together 
with the existence of a long-continued very profuse discharge from 
the canal there is also increased swelling of the posterior-superior 
wall of the canal then the existence of mastoid disease could be 
considered more certain. These two symptoms may fairly be con- 
sidered very diagnostic of themselves and will often be scen con- 
tinuing for a long period in patients who apparently have ver; 
little pain, very little malaise and very little general infection and 
who continue about their general daily routine as if nothing what- 
ever were wrong. 

A more difficult class of cases and of which I saw three or four 
cases this winter is one where there is almost simultaneous infec- 
tion of the middle-ear and mastoid, often with very little pain, so 
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little that the patient does not seek the services of a specialist. ‘The 
middile-ear in these cases may never discharge at all or may dis 
charge for a few hours only, and such discharge may not be noticed 
by the patient and consequently is disregarded in his account of 
the disease. There may also be a very thick anterior face tu the 
mastoid bone so that there is very little bagging of the posterior- 
superior wall of the canal. These cases constitute a class still more 
difficult of diagnosis and equally dangerous with the first class men- 
tioned. 

In all these cases of mastoid disease early diagnosis is what is 
desired and we are therefore unable to depend very much upon 
elevation of temperature, chills or sweating, or leucocytosis with 
a high polvmorphonuclear percentage, as these are all late symp 
toms depending more upon the complications than upon the original 
disease. Any reliance upon blood-counting in these classes of mas- 
toid cases will be a source of great trouble to the diagnostician as 
tending to mislead him rather than aid him. 

We have recently a means of diagnosis for which I cannot be 
too enthusiastic as applied to these classes of cases, namely the 
X-ray plate. I will show you a series of plates taken by Dr. Percy 
Brown, of Boston, which have simply been invaluable in such con- 
fusing cases. As I show you these plates, perhaps a brief history 
of the cases may be of interest to you. 

The first plate is that of a woman, 42 years old. She had a 
slight earache in September, 1910, and as her husband was a doc- 
tor and the earache only slight, she did not see a specialist. The 
ear did not discharge at any time and the pain only lasted one or 
two hours in the night and was gone the next day. The ear would 
then be well for four or five days. Between September and No- 
vember, 1910, about once a week she had an attack of indefinite 
pain in the head on the side where this otitis media had been. 
These attacks were neuralgic in type, the pain was not definitely 
localized and the sensation was more one of discomfort than of 
pain. Never in any of the attacks was there a discharge from the 
ea: although there was a tinnitus at times. 

In November, 1910, she had one of these attacks in the night 
which localized as a sharp earache and I saw her on the next day 
but 
absolutely no pain at the time I saw her. Both ear-drums were 


I found a rather anemic woman with a temperature 99.2‘ 


’ 


perfectly normal, no edema or tenderness over either mastoid, the 
hearing was normal in both ears and there was no swelling of 


either canal wall. I made a diagnosis of neuralgia and as this was 
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her husband’s opinion I did not see her again until December, 
when on a second visit I found that she had had a number of such 
attacks which had finally settled down into a steady pain on one 
side of her head not definitely localized to the region of the ear 
but more occipital. She also gave a history of having had one or 
two chills and once during the chills her temperature went up to 
102°. She also had occasionally some slight nausea and her ap- 
pearance on this visit was decidedly septic. Both drum-membranes 
were still normal, the hearing was normal and there was absolutely 
no tenderness or edema. Her general appearance at this visit was 
such as to make me suspect she had a septic bone-process some- 
where and as I had just seen one of Dr. Brown’s X-ray plates, 
(the first I think he had taken) I sent the patient in to see him and 
obtained these results. 

The plate shows on one side a perfectly normal mastoid with fair- 
ly large cells and on the other side a mastoid of the same type, but 
there is a certain haziness over the cells which is quite diagnostic 
of a bone which has had an acute osteomyelitis process although 
there may be no such active process in a bone showing a photograph 
of this description. The course of the lateral sinus from the torcu- 
lar to a point below the mastoid is very readily shown and just back 
of it crossing the lateral sinus is a triangular shadow about half 
an inch wide and an inch and a half in length. I was unable at 
tlie time to interpret this shadow, but decided a mastoid operation 
had to be done. 

The mastoid was thoroughly and easily cleared out and no pus 
found in it. There was no pus in the antrum or middle-ear after 
paracentesis. J then determined to discover what was meant by 
this triangular shadow and by exploring with a probe the posterior 
face of the mastoid process, I saw pus coming out from a line of 
ceils over the lateral sinus and breaking through this I came upon 
an extra-dural abscess over the cerebellum holding about a tea- 
spoonful of pus. The patient made a good recovery and has been 
perfectly well ever since 

There is no doubt in my mind that an accurate diagnosis in this 
case would have been impossible without the X-ray and I can look 
back on several patients in the past on whom I have done very 
capital operations because of lack of ability to recognize the disease 
process in its early stage. 

The second plate is that of a woman 58 years old, who had an 
acute middle-ear infection two months before this plate was taken. 
it was a very mild type, the ear discharged about two days and fol- 
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lowing this there would be periods of acute pain in the head on 
the same side as the affected ear and at times followed by an at- 
tack of earache and a discharge from the middle-ear for one or two 
hours. At all other times the middle-ear was normal, the drum hav- 
ing its normal luster and appearance and there being no edema of 
the canal-wall and no local symptoms pointing to mastoid in way 
of pain or edema. There was in this case apparently little systemic 
disturbance, but the plate shows very plainly the existence of a 
purulent process and there was found in this patient also an extra- 
dural abscess containing about twenty or thirty drops of pus, but 
most of the mastoid in this case was normal. 

The third plate also seen this winter illustrates atypical mastoid 
disease in which the diagnosis is far easier than in such cases as 
these two just mentioned. This was of a man 35 years old, who 
had an earache in January, 1911. The ear persistently discharged 
entirely without pain and when first seen by me in April it was 
impossible to wipe the canal free of a thick, creamy pus long enough 
to get a satisfactory view of the drum-membrane. This was nearly 
twelve weeks after the original middle-ear infection. There was 
a good deal of swelling of the posterior superior canal-wall and in 
the next two weeks after the patient was first observed this swell- 
ing could be seen to have increased. There was, however, absolute- 
ly no pain, no temperature and no general malaise and the patient 
was actively engaged in his business every day without any more 
fatigue than usual. It was not until this mastoid process perforated 
at the anterior face of the tip and began to discharge pus into the 
neck, that I was able to persuade this man of the necessity of an 
operation. 

At the time of operation the mastoid was found to be one large 
cavity filled with creamy pus, all the cell-structure having been 
destroyed by the long-continued suppuration. The outer cortex of 
the bone was nearly a quarter of an inch thick and entirely un- 
affected by the disease process. There was free communication 
with the tympanic antrum and the bone was eroded over the sig- 
moid groove with a large peri-sinus abscess. In spite of all this 
bone-destruction there had never been any temperature or general 
systemic disturbance in this case, but it is obvious that he was rapid- 
ly preparing for an acute attack of thrombosis of the lateral sinus. 

While I have said that this case was much easier of diagnosis 
than the other types of atypical disease mentioned, yet it is a fairly 
common type and as far as my experience goes is one that is com- 
monly overlooked. 
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In conclusion and to recapitulate briefly, it is my belief that 
atypical disease of the mastoid process occurs by reason of an ab- 
normal type of mastoid bone rather than from any other etiological 
factor and it will be seen just as commonly after a simple influenza- 
infection as after a pneumococcus-infection, scarlet fever, typhoid 
fever, etc. In all cases where mastoid disease is suspected and 
cannot be proved it is well to remember that in a carefully taken 
X-ray picture of the mastoid, we have an absolutely correct means 
of determining what process is present in the temporal bone. We 
should also remember that such a proces may be quite devoid of 
local or general symptoms sufficiently severe for diagnostic pur- 
poses and particularly that it may exist in cases in which there is 
only an indefinite history of discharge from the ear and which pre- 
sent a normal drum-membrane and canal-wall when seen. These 
are, in my opinion, the cases of so-called primary mastoiditis, a 
genuine instance of which I think, I can say, I have never seen in 
a fairly large experience of twenty-two years. Finally the pres- 
ence of swelling of the posterior-superior canal-wall is one of the 
most diagnostic single symptoms of mastoid disease which we can 
have and when present would be of decided importance in making a 


definite diagnosis. 


298 Marlboro Street. 


Syndrome of Gradenigo. MM. G. CouLer, Rev. hebd. de Laryngol 
d’Otol. et de Rhinol., April 22, 1911. 

The patient, suffering from a chronic suppurative otitis, suddenly 
developed paralysis of the external ocular nerve and severe pain 
in the left occipital region (syndrome of Gradenigo). The strabis- 
mus became worse and was followed by gradual paralysis of all 
the nerves of the base of the brain. The appearance of a swelling 
behind the velum palati showed that the cause was a neoplasm 
arising from the base of the brain. A _ histologic examination 
showed this to be a sarcoma. The development was rapid, produc- 


ing a fatal issue in five months. SCHEPPEGRELL. 




















ATYPICAL MASTOIDITIS.” 
BY J. A. STUCKY, M. D., LEXINGTON, KY. 


Cases of atypical or symptomless inflammation and suppuration 
of the mastoid cells, from the very fact that the pathological condi- 
tion gives rise to few local or general symptoms, indicating the 
existence of such a condition in this locality, will always be a source 
of interest and suspicion on the part of the careful diagnostician 

In the future we will probably see a large decrease in the num- 
ber of both the typical and atypical cases of mastoiditis, because 
the pediatrist and general practitioner are promptly calling on the 
otologist to do an early myringotomy in cases of pain and inflamma- 
tion of the middle-ear cavity which causes redness and bulging of 
the drum-membrane. The greater percentage in the decrease will 
be of the typical type, because there will always be found in some 
those anatomical conditions favoring the development of the atypical 
or symptomless type. We have all seen cases such as described by 
Heine, in which a thickened tympanic membrane resisted the sup 
purative process, and pus broke through the annular ligament of 
the stapes, infecting the labyrinth from which a purulent meningitis 
resulted, ending in death. In cases such as this, a myringotomy 
done early would have prevented the fatal meningeal infection. In 
other cases where we have a large aditus ad antrum and the mastoid 
cells situated exteriorly to the lateral sinus, or in which we have 
a diploic mastoid process with a medium-sized antrum and large 
cells extending into the root of the zygoma, and finally a very thick 
or sclerosed cortex—these are some of the anatomical conditions 
which favor the development of a mastoiditis of the atypical type. 
Agiin, in many cases we meet with the acute process in the tym- 
panic cavity which has run its course and we have only to deal 
with its sequelae, which, so far as local indications are given, is a 
symptomless suppuration and destruction of the cells and walls of 
the mastoid process. In other cases it is impossible to reach an 
absolutely certain diagnosis of affection of the temporal bone. The 
construction of this bone is such that a pathological process can 
go on in its depths without betraying itself by very plain symptoms ; 
though marked symptoms may appear suddenly and in some in- 
stances they pronounce the death-sentence of the patient. 


*Read before the Meeting of the American Laryngological, Rhinological 
and Otological Society, Atlantic City, June 2, 1911 
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A suppuration which reaches beyond the cells of the mastoid 
process proper, should not be called a mastoiditis. An involvement 
of the retro-labyrinthine cells cannot be called mastoiditis because 
these cells are located in the petrous bone. Of the cases known 
as Bezold’s mastoiditis, “the cause of the fact that a perforation 
occurs and that no absorption of pus in the cells takes place, must 
be sought for not in the nature, quantity or virulency of the pyo- 
genic organisms, but in the special anatomical conditions; the 
superficial position of the cells, the thinness and dehiscencies of 
their walls, and especially the pressure of single giant-cells. The 
natural opening of these cavities does not occur as a surgeon dic- 
tates it, that is, exclusively towards the outside; the enlargement 
of the cavity takes place eccentrically in all directions.” 

Amberg says: “In rare cases of acute affection of the temporal 
bone which leads rapidly to death, we are unable to give a prog- 
nosis with any degree of certainty, and this element of uncertainty 
does not allow us to preserve a hesitating attitude in doubtful 
cases.” 

Jansen says that: “A deep, extra-dural abscess emanating from 
retro-labyrinthine cells causes many fatalities. Fortunately the 
diseased process does not leap in bounds into the deeper part. As 
a rule, it is by a process per continuatum.” 

My observations in a good many instances are in accord with 
those of Barnhill, Heine, and others: (1) That suppuration may 
take place in the mastoid antrum, mastoid cells, or both, and may 
even be complicated by intra-cranial abscess without the drum- 
membrane ever having ruptured, and consequently, without the ear 
having discharged. (2) That mastoid abscess without any of its 
complications may occur, or at least assume a form of dangerous 
activity months or years after a suppurating ear has apparently 
healed ; at least, after the perforation in the drum-membrane has 
healed and all external discharge has ceased. In such cases some 
infective foci of pus has remained latent in the structure of the 
temporal bone. 

Several weeks ago, Dr. G., of a neighboring city, brought a young 
woman to me, aged 27 years, who several weeks before had an 
earache, followed by a slight discharge for several days; the dis- 
charge ceased under treatment, but she still suffered great pain, 
especially at night, over the temporal and occipital regions. She 
had occasional attacks of vertigo, which alarmed her very much. 
Her case was diagnosed as one of mastoiditis and she came to the 
Good Samaritan Hospital, prepared to remain for operation. My 
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examination of the mastoid was negative, except that there was 
diminished resonance on percussion, and trans-illumination showed 
slightly darker on the affected side. There was no aural discharge, 
the drum-membrane appeared normal, except for a cicatrix in the 
posterior-superior quadrant. The mastoid process was neither red, 
swollen nor tender on deep pressure. There was no fever, and 
indeed nothing to indicate disease of the mastoid process. The 
lucocyte count was 12,700, the polynuclear percentage was 75. I 
questioned the necessity of opening the mastoid, and suggested 
keeping the patient several days for observation. Both physician 
and patient urged an immediate operation. The former had prom- 
ised it would be done, and the latter had reached the limit of endur- 
ance of the pain, and she had come to be operated upon and would 
not be put off. I agreed to do an exploratory operation, going so 
far as to promise to close the wound by the blood-clot method, and 
she would probably be able to return to her home within a week. 
My surprise beggars description when I found on chiseling through 
a very hard cortex, a most extensive destruction of the mastoid 
cell, in which the pus had penetrated the middle fossa and extended 
back of the sigmoid sinus. 

In two other cases in which acute mastoiditis without the classical 
symptoms had existed and an operation was advised and objected 
to, all the trouble and symptoms subsided after a few weeks’ treat- 
ment, in one case for two years, and in the other for five years, 
when in each instance fatal meningitis developed after an acute 
otitis media in the ear previously involved. These cases are not, 
strictly speaking, atypical, but are referred to in this place to illus- 
trate the treacherousness of the disease and the danger in not 
evacuating retained pus in a region so close to vital structures, such 
as the meninges. 

In another case, during an attack of measles the right ear began 
to discharge without having had any pain; the slight discharge 
continued for several weeks, and was of a muco-purulent char- 
acter. There were no mastoid symptoms whatever, but the patient 
did not improve on tonics, and was sent to a health resort 
to recuperate. His color indicated a septic condition. Not having 
improved after some weeks, he returned to his home and was re- 
ferred to me by his physician for treatment of the ear, with the 
statement: unless the ear was at the bottom of the trouble, he could 
not account for it. He had eliminated every other cause of trouble. 

I found on examination a nipple- and volcano-shaped perfora- 
tion in the posterior-superior quadrant, and although there was no 
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symptom of mastoid suppuration, neither pain nor tenderness on 
deep pressure, there was a diminished resonance on percussion, as 
compared with the opposite side, and the trans-illumination was 
positive. On account of the high leucocyte count, and a slight in- 
crease in the polynuclear percentage, the peculiar appearance of the 
perforation in the drum membrane, and the positive trans-illumina- 
tion and percussion test, I urged a mastoid operation. After hesi- 
tating several days, and with some degree of reluctance on the part 
of the patient and relatives, the operation was submitted to. A 
free myringotomy was done, and on opening the mastoid process, 
I found but little pus and soft bone, but the dura of the pasterior 
cranial wall was exposed to a large extent by the destructive pro- 
cess. In this case, the disease spent its fury primarily in the cells 
beyond the mastoid process. Consequently the diagnosis was made 
by excluding other disease and acting upon the so-called negative 
evidence given by the differential blood-count, trans-illumination, 
and percussion. 

Cases of sagging or sinking of the posterior-superior wall which 
is the result of a local periostitis which in turn depends on an 
empyema of the antrum and resulting in narrowing of the posterior 
part of the meatal canal, or those cases in which there is an abun- 
dant flow of purulent secretion, which fills up the meatus as quickly 
as it can be swabbed away should not be classed as atypical even 
if we have no other evidence of mastoid cell-involvement, because 
the former symptom is almost pathognomonic of empyema of the 
mastoid antrum, and in the latter instance, the small tympanic space 
could not possibly give rise to so much discharge in so short a 
time, and must come from a large pus-producing cavity in the 
mastoid or an extra-dural abscess draining through the tegmen 
tympani. 

A symptomless or atypical mastoiditis would be one in which 
there was no indication of middle-ear or mastoid disease as ob- 
tained by objective and subjective evidence, yet operation brings to 
light a large focus of suppuration, a mass of granulation tissue 


Tr 


n 
the bone, or an epidural abscess as result of extension of infection 
through the tegmen antri. 

Especially in diabetes, but also in other diseases, as influenza, the 
exanthemata, typhoid fever and pneumonia, rapidly extending sup- 
puration and softening of the bone may occur without concurrent 


involvement of the periosteum, or any evidence of middle-ear infec- 
tion. 


I have met with two cases which I diagnosed as hysterical mas- 
tuiditis, in which the only symptom complained of was constant 
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pain behind the ear, worse always at night. There was tenderness 
on deep pressure over the antrum—there was no evidence whatever 
of middle-ear infection—the tympanic membrane was normal in 
appearance and functional tests showed no impairment of hearing. 
The blood-count, percussion and trans-illumination tests showed 
nothing abnormal. There was no indication of faulty metabolisn 
circulatory disturbance or lithemia, the one persistent symptom was 
pain, and this came on after a severe “head cold” and had continued 
for months. Nothing in the way of treatment by vibration, sug- 
gestion and anti-spasmodic and anti-rheumatic remedies gave any 
relief. The case was referred to a neurologist who diagnosed it as 
“neuralgia the exact cause he could not ascertain, but suspected 
trouble in the middle-ear.” 

An operation was insisted upon by the patient and consultant 
and upon opening the mastoid, which was of the large-celled pneu- 
matic type, nothing abnormal was found—to all appearance it was 
normal and “a beauty.” On examining the aditus I found it very 
narrow and constricted in one portion, so that my smallest flexible 
silver probe would not pass through without using some force. The 
swollen lining membrane did not appear to be infected. The aditus 
was. enlarged—the blood-clot dressing used—the patient was en- 
tirely relieved by the operation and left the hospital in six days, the 
wound having healed completely. 


It is still a question as to whether the pain in this case was due 
to a negative pressure caused by the occluded aditus, or was the 
relief due to the psychic effect of the operation. I am inclined to 
the former view. 


That we do frequently meet with cases of atypical mastoiditis, 
that this condition is often unsuspected by the general practitioner 
who sees the patient first, and that disastrous results follow the 
failure to recognize and promptly deal with the condition, is proven 
by frequent sequelae as well as by post-mortem examinations. 

Many of the so-called atypical cases would probably have been 
recognized in the early stages if the medical attendant who first 
saw them had suspected the possibility or probability of mastoid in- 
volvement and examined carefully this region. There are few prac- 
litioners that I have met with who have a correct idea of how to 
make pressure over the mastoid to determine whether there is any- 
thing abnormal deep down in the bone, and they need to be re- 
minded that the suspected mastoid should stand as hard pressure 
and percussion as the unsuspected and uninfected one. 
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Aiter all is said, often a diagnosis can be made only by exclusion 
of other diseased conditions. This we can usually do with the aid 
of the combined clinical and laboratory tests. These two and that 
indefinable sense, which we call intuition, will rarely lead us astray. 
I am placing more and more reliance on the differential blood- 
count made daily, or twice daily in these cases. Two other diagnos- 
tic aids that I consider worthy of mentioning are percussion and 
trans-illumination of the mastoid process. While neither of these 
are accurate, but as is the caseswhen used in other parts of the 
body, when the indications given are positive, it is suggestive, when 
confirmed by comparative tests on the unsuspected side. 

My own observations are in accord with those of Heine, Korner, 
\V. Wilde, Eulenstein, Andrews and others, that percussion of the 
mastoid process yields in these cases a useful diagnostic sign, 
namely, marked diminution of resonance even to the extent of 
femoral dullness. I have found trans-illumination of the mastoid 
cells as reliable and suggestive as of the accessory nasal sinuses, 
and in several instances J have operated on the evidence given by 
laboratory findings (differential blood-count) percussion and trans- 
illumination, with no other clinical symptoms except sepsis, and 
have been rewarded in each instance by finding the seat of the 
pathological trouble. My experience with the radiographic exam- 
inations of the mastoid in searching for pathological conditions 
has not been satisfactory. 

In conclusion—in the presence of a suspected atypical mastoid- 
itis, or after excluding other sources of the cause of the infection— 
if in doubt, explore surgically. Our present knowledge of the dis- 
ease and perfection of technic in operation, does not justify us, in 
the face of the elements of uncertainty and possible dangers, to 
preserve a hesitating attitude in doubtful cases. 


Short Street. 


infiltrating Epithelioma of Floor of Mouth. PRINCETEAU. Gaz. 
hebd. Sci. med., Jan. 8, 1911. 


The author reports a case in which the lesions were so excessive 
that he intended to perform the atrophic ligature of Beilard. Prince- 
teau has found this method very satisfactory upon a previous occa- 
sion. Ep. 























ATYPICAL MASTOIDITIS—ITS CAUSE, PATHOLOGY, 
SYMPTOMATOLOGY AND DIAGNOSIS.* 


BY THOMAS J. HARRIS, M. D., NEW YORK. 


The first mastoid operation was performed in this country in 
the year 1864. For a long time the operation was performed witl 
great hesitancy, and under no exact indications. Gradually, wit! 
the acquirement of a more accurate knowledge of the anatomy and 
pathology of the temporal bone, the science of otology developed, 
and at the time when most of the fellows of this society began 
their active work, the mastoid operation had emerged from dark- 
ness and ignorance, and had acquired a well-recognized place in 
surgery. 

Unfortunately, when the indications for its performance were 
thought to be well established, cases began to be reported, which 
did not conform to the classical symptomatology. During the last 
twenty years the number of these cases had greatly increased 
Numcrous articles on this subject have appeared, especially in the 
French literature. No attempt, however, has been made toward a 
systematic grouping of them, or consideration of them as a whole. 
It has seemed fitting, accordingly, at the present time, to make 
such an attempt. 

Exception inay be taken to the title chosen for the symposium. 
Many of my hearers may feel that, to them, almost eve:y ca 
of mastoiditis is atypical in one particular or another, so great are 
the variations from an imaginary form. 

The first step in the consideration of the subject is the definition 
then, of what we understand by “typical mastoiditis.” For the 
purposes of this discussion it may be said that typical mastoiditis 
is an inflammation of the mastoid process, characterized by a per- 
foration of the drum-membrane, with more or less discharge from 
the middle-ear, and that the indications for operation in the acute 
form are the presence of pain (subjective or objective, or both) 
in the mastoid, sinking of the superior wall of the canal, and dis- 
charge from the ear. At the same time, no one who is doing mas- 
toid surgery has failed to note that one or more of these symptoms 
may be lacking. In 1905, Leland,’ in a report of his operative 
service at the Boston City Hospital, stated that in twenty-four 


*Read before the Meeting of the American Laryngological, Rhinologica 
and Otological Society, Atlantic City, June 2, 1911 
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cases of acute discharge, pain was absent three times, edema seven 
times, and bulging of the posterior wall nine times. 

While this is true in regard to the changes in the canal wall, and 
the outer cortex of the mastoid, it has been generally held that 
middle-ear suppuration was essential to establish the diagnosis of 
mastoiditis. Cases without such suppuration, however, are nu- 
merous in the literature, and all discussion in this paper will be 
reserved to a consideration of such cases. They will be considered 
under the several headings of: 1. Primary mastoiditis; 2, Latent 
mastoiditis ; 3, Hysterical mastoiditis, including the sclerosing mas- 
toiditis of the French. 

1. Primary Masrorpitis.—Primary ‘mastoiditis may be defined 
as an inflammatory process, beginning in the mastoid bone without 
previous involvement of the middle-ear. This is generally admit- 
ted to be an exceedingly rare occurrence. The statement of Blake 
and Reik in their text-book, “Treatise on surgical operations on 
the ear,” may be said to represent the opinion of authorities gen- 
erally—‘“‘A careful study of the few cases of reported primary 
mastoid inflammation suggests the suspicion that there has been a 
previous middle inflammation, as the inceptor of a chronic quiescent 
mastoiditis, which was later awakened by acute manifestations, 
while in others the implication of the mastoid cells possibly fol- 
lowed a superficial periostitis on the outer mastoid surtace, with 
pus and perforation inward.” 

Undoubtedly the great majority of cases reported as primary 
mastoiditis are, in reality, cases of latent mastoiditis, to be discussed 
later, where the involvement of the middle-ear was so transient as 
to be unrecognized. To this class should probably be assigned, 
among others, the recent cases reported by Lewis and Alderton,? 
before the New York Otological Society. The chief causes of 
primary mastoiditis are traumatism, or some blood dyscrasia, es- 
pecially tuberculosis, syphilis and diabetes. The inflammatory pro- 
cess can involve the bone or the periosteum. alone. 

While it is impossible to pronounce positively, a case reported 
by MacCuen Smith is probably one of true primary mastoiditis.® 
The patient was a girl of 17 years. She had pain in both ears, and 
especially over the mastoid. There were no signs of disease in the 
middle-ear; the pain over thé’ mastoid gradually increased; fever 
developed ; there was no lowering of the hearing, no sinking of the 
canal wall. Two weeks after she was @rst seen by Dr. Smith, the 
tight mastoid was operated upon. Extensive necrosis was found; 


the middle-ear was not affected. Later, the other mastoid was 
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opened for a similar reason. The same condition of the bone was 
found. 

While traumatism is undoubtedly rare, it is held by not a few 
writers that tuberculosis, especially in children, as a cause of pri- 
mary disease, is not uncommon. Politzer states, in his text-book 
on “Diseases of the Ear,” English translation, page 452, that “pri 
mary tubercular mastoiditis in children has been repeatedly ob- 
served.” Gambee* gives the report of ten cases out of sixty-one of 
acute inflammation in children under 15 years, where primary 
caries of the mastoid process was discovered. He points out the 
following characteristics in this group of cases: ‘“‘First, the chil- 
dren were very young; second, there was no history of otorrhea ; 
third, there was no perforation of the drum; fourth, slow forma- 
tion of the abscess; fifth, absence of pain; sixth, no displacement 
of the auricle; seventh, no elevation of temperature; eighth, ex- 
tensive destruction of the bone.” 

The temporal bone ossifies from eight centers. While coalescence 
has about taken place, at the fifth month the squamosa is easily 
separable at birth by masceration. The prominence and vascularity 
of the petro-mastoidal and the masto-squamosal sutures during 
the first years of life are well known. Nearly one-third of the lat 
ter in the infant lies above and posterior to the antrum. In view 
of these anatomical facts, Gambee insists that caries occurring in 
the upper portion of the bone above the antrum can cause a per- 
foration even with exposure of the dura in the middle fossa, with- 
out involvement of the antrum, and accordingly that these ten cases 
are cases of true primary caries. 

While the existence of primary osteitis of the mastoid is more 
or less problematic, primary periostitis undoubtedly does occur oc- 
casionally, although far less often than was at one time believed. 
McKernon,® in an article written a few years ago. stetes that in 
158 out of 162 cases of sub-periosteal abscess in children, pus was 
found in the bone at the time of operation. In the four remaining 
cases, there were granulation-tissue and softened bone Politzer 
states (loco situ), that “primary inflammation of the outer perios- 
teum, without involvement of the bone, is very rare. It occurs 
oftener in adults than children. The inflammation affects only a 
circumscribed area, or extends over the entire mastoid. It is char- 
acterized by the formation of a hard swelling, very painful on pres- 
sure. Symptoms involving the middle-ear, and the auditory canal, 
are absent. Only occasionally is the malleus and the posterior wall 


of the canal injected. Severe pain, especially by light pressure, is 
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the chief symptom. The causes are furunculosis of the canal, and 
trauma. Spontaneous absorption is rare. The abscess breaks 
through the outer cortex, or the canal wall. The diagnosis rests 
on the appearance of the mastoid, and the absence of symptoms 
elsewhere. It can only be confused with furunculosis of the canal, 
primary inflammation, and abscess of the glands of the mastoid.” 

2. Acute Latent Masromrris.—Here the infection into the 
mastoid has proceeded from the middle-ear. The involvement 
there, however, was so slight as not to cause a rupture of its 
drum, nor, in some cases, even to produce any changes in its ap 
pearance. As in ordinary cases of mastoiditis, the infection en- 
tered the middle-ear from the naso-pharynx through the Eustachian 
tube. It may have been nothing more than the result of bac- 
teria from acute tonsillitis, or rhinitis. According to Politzer, la- 
tent mastoiditis is generally found in pneumatic mastoids and the 
infection is wont to be streptococcal mucosus. An excellent ex- 
ample of this form of mastoiditis is seen in the case of Dench,® 
reported to the New York Otological Society. It concerned a man 
of 70 years, whose only symptom was that of deafness. Sometinse 
previous he had suffered from an attack of grip. Examination 
showed sinking of the canal-wall, and mastoid tenderness. Opera- 
tion revealed pus in the mastoid. Here the streptococcal mucosus 
was present. 

A positive explanation why the drum-membrane does not break 
down is impossible to be arrived at. It is usually ascribed to the 
form of bacteria present. A more probable reason is to be found 
in the mild virulence of the bacteria. Laime* suggests also a pos- 
sibility that the drum was thick, abnormally resistent, and that 
whatever purulent discharge was there, was evacuated through the 
Eustachian tube. He calls attention, however, to the greater prob- 
ability of the cause being found in the particular anatomical ar- 
rangement of the mastoid cells. The now generally admitted view 
that the antrum is only an apartment of the middle-ear, and, in 
consequence, that pus there in connection with a purulent otitis 
media, does not mean of a necessity mastoiditis, must be constantly 
borne in mind. In addition to the presence of pus in the antrum, 
it is essential that the pus should be there under retention. This 
can be secured, as Smith points out, through the closing of a nar- 
row aditus ad antrum, giving entrance into some large communicat- 
ing mastoid cells. 


Bellin® quoted by Laime (loco situ) has shown the presence of 
such a cell a little above the spine of Henle, which is on a deeper 
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level than the other cells in the vicinity, and which communicate 
by a circuitous route with the antrum cavity, and whicl 
named “the external peri-antral cell.” Laime ha und 


communication once in three times, and justly remarks that th 


cell will give an easy access for pus from the antrum, eve t 
latter is under very feeble pressure. In the absence of such a cell 
the usual arrangement of the mastoid cells, namel 1 single 
series of communicating cells in one level, or rows of cells on tw 


levels, from the antrum to the tip, would easily explain the descent 





of pus by the action of gravity towards the apex, and its retentt 


there. 
The symptoms of latent mastoiditis vary in all degre f in 
tensity. The onset, corresponding to the invasion of the middle 


ear, may be so slight as not to be perceived by the patient, or ther 





may be a tonsillitis of a day or two’s duration, followed by 


pains in the ear, and lowering of the hearing. The pain soon sul 


sides, and the patient forgets that he has had any trouble until afte: 


a time, varying from two or three weeks to the corresponding num 


1 
} 


ber of months, when he is suddenly seized with severe pain, refer 


ring particularly to the mastoid. Examination at that time will 
show pronounced mastoid tenderness on pressure, wont to be local 
ized over the tip. The subjective pain, however, may radiate over 
the entire side of the head. The drum-membrane will appear n 
mal in color, or there may be a slight lack of luster, and possibly 
injection of the malleus handle. In the majority of cases there 
wont to be more or less lowering of the hearing; in som« 

very great. 

An excellent illustration of this form of mastoiditis is the case 
reported by Bar.® The patient was a man of 40. Two years pre 
vious he had suffered from-an attack of grip, and acute suppuratior 
of the middle-ear, which healed in one month. When first seer 
there was a complaint of slight pain in the affected ear, followed 
by complete deafness. An examination of the drum was negative 
except for .a slight thickening. There was no obstruction of t! 
Eustachian tube. Rinné was negative; watch and acoumeter wer 
lost on contact. There was no swelling in the canal; no tinnitus 
no mastoid pain, no vertigo. The patient was treated for tw 
months without improvement in the hearing. Suddenly a swelling 
developed behind the ear, extending in three days over the left side 
of the head; no pain on pressure over the mastoid. An exploratory 
opening of the middle-ear was negative. Operation revealed pus 
and a mastoid extensively involved. 
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In this cast is to be noted the long interval (two years) between 
the initial onset, and the development of the mastoid swelling ; also, 
the absence of pain over the mastoid, No report is made as to the 
character of the mastoid, or the nature of the infection. 

Allied to latent mastoiditis, and to be regarded as a variety of 
the same, are the cases of localized periostitis, first described by 
Luc in a series of communications from 1goo to 1908, and most 
recently by Jacques and Gault.’® These authors, while fully recog- 
nizing the fallacies which have existed in regard to primary peri- 
ostitis, and its cure by means of the Wilde’s incision, insist as a 
result of repeated observations that there is a group of cases of 
mastoid periostitis which may be regarded, not as primary, but as 
localized, or isolated from the middle-ear. These occur both in 
children and in adults. The channel of infection in infants seems 
to be through the mastoid-squamosal suture. The swelling is retro- 
auricular. In adults, the periostitis is characterized by an infiltra- 
tion of the temporal bone at its lower border, and is wont to 
discharge by a fistula on the level of the roof of the bony canal. A 
number of views have been advanced to explain its origin, such 
as through the vascular or lymphatic systems, the opinion of Luc; 
others, that anatomical conformations in the temporal bone, espec- 
ially the dehiscence of Zuckerkandl, permits direct vascular con- 
nection between the surface of the mastoid, and the cranial cavity. 
Jacque and Gault, however, are inclined to the belief that the usual 
cause is to be found in a tardy development of a circumscribed 
cellulitis of the canal. The symptoms are, first, the absence of otor- 
rhea at the time of the appearance of the temporal swelling ; second, 
the localization of the infiltration in the squamosal region rather 
than in the mastoid region of the temporal bone and its special tri- 
angular configuration at the lower border, corresponding to the 
roof of the bony canal; third, the presence of the pneumococcus 
in the pus. The absence of pain over the mastoid is a valuable, 
but not a pathognomonic sign, and would serve to eliminate peri- 
ostitis, but its presence would not allow us to conclude that it was 
present. In the face of such symptoms the French authors strongly 
urge that operative intervention be limited to a large opening into 
the swelling through the roof of the canal. This can be regarded 
as the first step in a more extensive procedure, if that is necessary. 
In their experience, however, it will, in the cases under considera- 
tion, prove sufficient to secure prompt healing. 

3. HystericAL MAStTorpiris, or MAstTomALcIA. Not the least 
interesting, and at times by far the most difficult, from a diagnostic 
standpoint, are the cases of mastoidalgia. Here again our French 
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confreres have written most extensively, noticeably Lannois and 
Chavanne™ and Liaras and Bouyer,’* although the honor of one 
of the earliest, if not the earliest, reports belongs to our distin- 
guished fellow-member, Dr. J. E. Sheppard, who reported at the 
second annual meeting of this society, held in New York, in 1896, 
three cases of hysterical mastoiditis. 

Mastoidalgia is chiefly found in the female sex, and usually 
among those of a young age. As regards the ear, it occurs in one 
of three forms. First, without associated disease of the ear; sec- 
ond, in the presence of acute inflammation of the middle-ear ; third, 
where an inflammation suppurative or otherwise of the middle-ear 
has previously existed. 

An illustration of the first form is a case presented by the writer 
before the New York Otological Society last vear. The patient 
was a woman of 28 years, a stenographer by occupation. Previous 
to the time that she was seen by me, she had been complaining for 
a number of days of a severe and persistent occipital headache, 
with pain in and behind both ears. Examination showed the drums 
normal in appearance. There was exquisite tenderness over all the 
mastoid, and extending upward and backward over the parietal and 
occipital bones. Even movement of the auricle caused suffering. 
There was no lowering of the hearing, no temperature nor vom- 
iting. All local and general treatment failed to relieve the pain. 
Suggestion was not attempted. At the end of several weeks, it was 
decided, in view of the marked lowering of the general vitality and 
continued loss of sleep, due to pain, to open the more sensitive 
mastoid. This was done with immediate and complete relief from 
pain. Three weeks later the mastoid on the opposite side was 
opened with the same beneficial result. In each case a pneumatic 
mastoid was found, but no evidence of disease. 

The second form of pseudo-mastoiditis, where there is present at 
the same time disease of the ear, is illustrated by a case reported by 
Dupond.** This concerned a woman 39 years old with a history of 
grip. When first seen there was a complaint of pain in the right 
ear, with discharge and slight deafness. After a time, the pain 
diminished, returning with more violence. 


Added to this there was 
fever and inability to sleep. 


Examination showed the drum-mem- 
brane red, with a slight sinking of the upper segment. There was 
pain on pressure over the tip. Operation was considered, and 
about to be performed, when it was noted that the pain was change- 
able in its locality. 
ered. 


Points of localized anesthesia were also discov- 


In view of this, an expectant course of treating was followed 
out, and the patient recovered without operation. 
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From the report of this latter case, it will be seen that the diagno- 
sis of mastoidalgia may be exceedingly difficult, where there is 
present disease of the middle-ear. In such cases, however, valuable 
assistance will be obtained in the diagnosis by noting that whereas 
in a true mastoiditis, pain is wont to become intensified when the 
drainage through the drum is obstructed, in mastoidalgia the pain 
is wont to increase as the disease in the middle-ear diminishes. The 
pain is also wont to be far less localized than in a true disease of 
the bone. In addition, frequently stigmata of hysteria can be dis- 
covered elsewhere. 

The diagnosis from neuralgia of the ear is also at times a difficult 
one. The exact nature of hysteria is not yet fully understood. The 
border-line between a true neuralgia and hysteria may not be always 
easily established. ‘The pain in neuralgia, however, is more often 
found over certain points in the concha or auricle, and is far more 
intermittent in its nature than is that of hysteria. Finally, a differ- 
ential diagnosis is to be made between mastoidalgia and latent mas- 
toiditis. As both affections may show normal drum-heads, exact 
diagnosis may not be always easy. In latent mastoiditis, however, 
there is usually more or less lowering of the hearing. The pain, 
too, is usually more localized, and while varying greatly in its in- 
tensity, is characterized by a pronounced persistency. 

All the forms of mastoidalgia thus far considered may be regard- 
ed as simple. Besides these, there is at times met with a group of 
cases where there are symptoms pointing to cerebral complications. 
These may be so alarming as to almost justify the diagnosis of 
meningitis. Such a case has been reported by Furet't among 
others, The patient was a woman of 30 years, who, when first 
seen by Furet, was suffering from violent pain in the left ear, with 
a large perforation. A week later the pain ceased. The following 
day a severe headache developed on the opposite side. There was, 
also, pain in the mastoid of the affected ear, although there were 
no outward changes, such as swelling, or redness. There was no 
temperature. A month later all symptoms had disappeared. The 
evening of that day, while seated in her chair, she suddenly at- 
tempted to rise, uttered incoherent words, and became unconscious. 
Later, there developed a condition similar to aphasia. Her right 
hand was fixed upon her forehead as if to indicate a painful spot. 
There were no alterations in the size of the pupils, and no paralysis. 
A suppurative meningitis was suspected. In the course of the next 


two weeks, however, the symptoms cleared up, and the patient re- 
covered without operation. 
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4. CONDENSING MAsrorpiTis:—Even more common are the 
cases described by the French under the name of “condensing ma 
toiditis.” This was regarded for many years as a distinct entity 
It is well known that sclerosis or eburnation of the mastoid is n 
a rare occurrence. In 250 temporal bones examined by Zucket 


kandl, twenty per cent showed compact bone-formation in the 


toid. It is an every-day experience, almost, to nieet this 
] J I 


upon the operating table. Proceeding from this anatomical ob 
servation, frequent reports have appeared in medical literature of 
cases giving all the characteristic symptoms of mastoiditis, whi 


upon operation, revealed only an eburnated mastoid. Without any 
question, however, the symptoms were of a hysterical nature, anc 
bore no relation to the bone formation. Brindel,’* in writing recent 
ly on this subject states that in 1060 interventions upon the mastoid 
he has met sclerosis 104 times, eighty-nine times in chronic otor- 
rhea, and fifteen times in acute otorrhea, and argues whatever may 
be said for a slow development of the eburnation in the chronic 


cases, no such explanation will hold for the condition in the fifteen 


acute cases. He reports a2 number of cases operated upon, where 
the diagnosis was made of condensing mastoiditis, and shows clear] 
that all the symptoms can be ascribed to a hysterical origin. In the 
main, they are identical with those found in mastoidalgia. There 
may be a complete absence of all ear-symptoms, present or past, 
or a history of discharge from the ear cured for a considerable 
time. Nothing is to be discovered abnormal over the mastoid, 
neither redness, tumefaction nor edema. Palpation and pressure 
are painful. The pain is wont to be sudden in its onset, disappear- 
ing completely at times. It is apt to be especially severe at night. 
It does not possess the superficial and diffuse characteristics, usual 
ly found in ordinary mastoidalgia. There is no involvement of 
hearing. The general health is wont to be lowered, but there is no 
fever. There can be no other conclusion but that the condition is 
as Brindel states, a form of pseudo-mastoiditis, and it is in no 
sense a true entity. 

Finally, as a rare, but occasionally occurring form of atypical 
mastoiditis, is to be mentioned syphilitic mastoiditis. Our fellow- 
member, Dr. John Dunn,’* reported some years ago two cases 
occurring in the form of gumma. Here, with a normal ear-drum, 
there was excessive tenderness over the mastoid process, with his- 
tory of discharge from the ear. Both patients gave other signs of 
syphilis, which promptly cleared up under anti-syphilitic treatment. 


117 East Fortieth Street. 











CASE OF NASAL SARCOMA REMOVED BY INTRA-NASAL 
OPERATION: RECURRENCE AFTER THIRTEEN YEARS: 
EXTERNAL OPERATION AND NO RETURN AFTER 
THREE AND A HALF YEARS* 


BY CHAS. H. KNIGHT, M. D., NEW YORK. 


The dividing line between benign and malignant disease is not 
sharply drawn. Certain neoplasms with a clinical history and 
histological features of malignancy remain stationary for years, 
or even undergo resorption, while others equally suspicious, prompt- 
ly recur after apparently radical extirpation. Hence there is no 
general agreement as to the interval that should elapse after opera- 
tion before it is safe to pronounce a positive cure. Three years is 
accepted as a proper period by many. At least one »uthority (Felix 
Semon) believes that much less time (one year) is sufficient as to 
the larynx, of course on the assumption that the disease is strictly 
localized and has been completely eliminated. On the other hand, 
Ruault declares that seven or eight years may pass without obvious 
change in volume or behavior of a malignant tumor. In my own 
experience, the case to be described is without parallel—it was 
nearly thirteen years after the first operation that signs of re- 
currence appeared. 

Miss L., aged 55, stenographer, is a woman of nervous tem- 
perament who has always had good health, aside from a tendency 
to digestive trouble. In.1894 she began to have stenosis of the 
right nostril together with severe frontal headache and attacks of 
epistaxis. The details of her history at this time are recorded in 
the N. Y. Medical Journal, August 15, 1896, p. 222, by Dr. G. 
Melville Black, of Denver, through whose courtesy the case came 
under my care and who did the primary operation with apparent 
success. Having made the diagnosis, Dr. Black proceeded to re- 
move a somewhat pedunculated tumor from the right middle tur- 
binate region, under ether, with the cold wire snare. In this way, 
a mass “an inch and a half long, three quarters of an inch wide, 
by an inch high” was removed. The base was scraped with a sharp 
curette. On two subsequent occasions, a week and ten days later 
another almost equally large piece and several fragments were 
removed with the snare, under cocain. Finally thorough cauteriza- 


*Read before the meet'ng cf the American Laryngological Society, Phila- 
delphia, Pa., May 29, 1911 
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tion of the granulating surface was done with trichloracetic acid 
In the course of the following month the parts appeared perfectly 
healed with no vestige of morbid growth. The diagnosis of 
“alveolar sarcoma” was confirmed by a microscopic examination 
made by Dr. H. C. Crouch, of the University of Colorado. After 
recovery, the patient came to New York and for several years I 
saw her at intervals but never found cause for anxiety. 

Twelve years later she again went to Denver where she had an 
attack of typhoid fever (October, 1906). She had frequent nose- 
bleeds and in July, 1907, saw Dr. Black, who at once recognized 
recurrence and advised immediate operation. She delayed 
coming to me until September. At that time, the region of the 
right middle meatus was occupied by a soft, vascular mass, at one 
point adherent to the septum. Its surface was irregular and it 
was very sensitive to palpation, but painless. There had been no 
spontaneous pain, only a feeling of fullness and discomfort. Se- 
cretion, which was excessive, was rather offensive, was often 
streaked with blood, but there had been no free hemorrhage. The 
landmarks having been effaced, it was impossible to determine the 
implantation of the growth with accuracy, but a shadow in the 
antral region on translumination, the wide attachment of the 
growth to the outer wall of the naris, and the general history indi- 
cated invasion of the sinus cavity. For this reason no attempt was 
made at removal through the nostril, but several pieces were ex- 
cised with Gruenwald forceps and submitted to Dr. Jonatian 
Wright for microscopic examination. He reported: “This speci- 
men shows many separate areas of proliferated connective tissue- 
cells, apparently those lining the lymph spaces. It is undoubtedly 
an alveolar endothelial sarcoma.’ Dr. Wright also examined sec- 
tions of the original tumor, kindly sent me by Dr. Black, and ex- 
pressed the opinion that it was of similar type, although the speci- 
men had so degenerated with age that it was impossible to say 
from what cells of the stroma it sprang, “presumably, however 
the endothelial cells of the lymph spaces.” 

In conformity with this report and my own view of the condi- 
tion, Dr. Farquhar Curtis was asked to do an external operation at 
the Manhattan Eye, Ear and Throat Hospital. The affected parts 
were exposed by an incision from the inner canthus downward 
around the right ala, and a second extending from the former out- 
ward beneath the eye. It was found necessary to remove nearly 
all of the naso-antral wall and part of the floor of the orbit, in 
order to surely include all the morbid deposit. Otherwise the 
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operation was not remarkable. Recovery was rapid. A moderate 
keratitis occurred during convalescence, which left vision some- 
what hazy for several months. A feeling of weight and falling of 
the eyeball was complained of and sensation in the skin of the face 
and side of the nose was impaired. All these slight discomforts 
gradually disappeared, or the patient became accustomed to them. 
As to disfigurement, one sitting opposite the patient in a bright 
light can hardly detect the slightest scar. Up to the present time, 
there has been no indication of return of the growth, and there has 
been marked improvement in general condition (3 years and 6 
months). 

It is perhaps quite natural for the specialist to resent encroach- 
ment on his field by the general surgeon and to describe his method 
of procedure as “mutilating.” It is true that the spectacle pre- 
sented, for example, by a patient in the midst of an operation for 
resection of the upper jaw, is rather appalling to one accustomed 
to work in the dark, or in cavities artificially illuminated. On the 
other hand, we are all familiar with the wonderful reparative power 
and slight deforming effect of clean incised wounds of the face. 
Such being the case, and in view of the uncertainty as to the degree 
of malignancy in a given cancerous growth, it seems to me unwise 
to indiscriminately recommend intra-nasal operation unless we 
are able to show beyond question that the lesion is pedunculated 
or circumscribed. 

In conclusion, the question suggests itself as to this particular 
case,—was it one of genuine recurrence or a new development? 
If the former, we shall be compelled to amend our view as to the 
post-operative interval after which we may safely assure permanent 
exemption. 


120 West Fifty-seventh Street. 


Congenital Fistulae. Barrerr. Dublin Jour. Med. Sci., March, 
IQII. 

Among the other varieties of congenital fistulae to which refer- 

ence is made in this paper are those of the external ear. Their 


mode of formation is described together with the condition found 
in a case observed by the author. GUTHRIE. 























REPORT OF THREE CASES OF FIBROUS POLYP OF THE 
NASO-PHARYNX’ WITH EXHIBITION OF SPECIMENS. 
BY WALTER A. WELLS, M. D., WASHINGTON, D. ( 
Whenever a child under 15 years of age is discovered have 


evidences of any abnormal growth in the post-nasal region, the 





possibility of its being anything else but adenoids is seldom 
sidered, so great is the frequency of the latter ynditio 
absolutely and in proportion also, to all other forms of tumo 
curring in this locality. 

The object of this report is to direct attention to a rare 


of new growth of a wholly different character, and presenting 
some very interesting points for consideration with respect to its 
origin and evolution. 

] wish especially to make these cases serve as a basis for protest 
against those severe mutilating operations of which a variety have 
been devised and have been for a long time in vogue and which in 
some quarters are still indiscriminately practiced for these growths 

I wish to show how, in my experience at least, a very simple 
method of procedure has proved entirely adequate to the purpose 
and apparently perfectly successful in the ultimate result 

Fibrous polyps must be comparatively rare, for some specialists 
With whom [ have spoken have never encountered a case in the 
course of a long and extensive practice, and it is very exceptional 
to find a series of more than half a dozen-cases reported by any 
one author, 

Delavan, in 1901, was able to cull from the literature of the pre 
ceding ten years but 120 cases accompanied by a satisfactory clinical 
history. It is evident from a review of the literature that some 
authors have failed to distinguish true naso-pharyngeal fibromata 
from ordinary myxomatous polyps which occasionally grow to 
great size and present in the post-nasal region, and that others have 
confused them with sarcomatous and other malignant growths in 
the same region. 

A genuine fibrous polyp occurs as a rule singly, and is a large, 
firm, smooth, opaque growth, made up of dense connective tissue, 
and attached by a firm pedicle. It occurs almost wholly in children 
and most often in boys. It is evidently a benign growth, never giv- 


*Read before the Meeting of the American Laryngological, Rhinological 
and Otological Society, Atlantic City, June 1, 1911 
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ing rise to metastases or glandular involvement, not accompanied 
by a true cachexia, seldom recurring, and apparently in certain 
cases in later life undergoing a spontaneous retrogression. 

Two symptoms, however, which are rated as characteristics of 
malignancy it must be acknowledged to possess; (1) a tendency to 
repeated persistent hemorrhage, which is a frequently described 
symptom, and (2) the tendency occasionally noted to extend into 
and infiltrate the surrounding bone-cavities and underlying struc- 
tures. ‘ 

With regard to the origin and implantation of these tumors, we 
can distinguish in the controversy which waged upon this subject 
three sets of theories, which might be designated as follows: 

1. Theory of cranial origin, propounded by Nelaton, and for a 
long time accepted by all the ‘schools, as the true explanation. 
Nelaton taught that the naso-pharyngeal fibroma took its origin 
in the thick, fibrous aponeurosis covering the basilar process of the 
occiput. 

2. Theory of choanal origin, which maintains that the pedicle 
wili invariably be found emerging from the choanal region, and be 
found attached to some portion of the ethmoid, sphenoid or vomer- 
ian structures in this locality. 

3. Theory of sinusal origin, according to which these growths 
originate in the interior of one of the nasal accessory sinuses, espec- 
ially the maxillary (theory of Killian). 

Without presuming to say which of these theories should be held 
as the correct one the author merely wishes to remark upon the 
futility and insufficiency of mere clinical observations to decide 
these particulars. ‘We are convinced that it is next to impossible 
to decide the question either by rhinoscopy or digital touch and 
that therefore the opinion of those founded on such observation 
must be regarded as untrustworthy speculation. 

A report based upon a post-mortem examination would be much 
more to the point. Such an opportunity was recently afforded to 
Rouvillois* in a case which terminated fatally as a result of severe 
hemorrhages following an operation for removal. 

Making a careful examination of the naso-pharynx for the site 
of the insertion of the tumor, he states definitely that the “‘attach- 
ment was to the inferior surface of the right sphenoid sinus, to the 
base of the right pterygoid process and to the more remote part of 
the vomero-sphenoid articulation.” 


The sphenoid sinus was found to be filled with a prolongation of 
the tumor, which was moulded into this cavity causing some ex- 
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pansion of its walls. The prolongation was adherent to the in- 
ferior surface of the cavity but was free in the interior. A small 
additional off-shoot was insinuated into the post-ethmoidal cells. 
There was no signs of any attachment to the basilar surface of the 
occiput. This report definitely contradicts the first theory, as an 
exclusive explanation of the origin of these growths, and leaves 
the honor almost equally divided between the other two theories. 

The theory advanced that the interior of the maxillary sinus is 
the most common starting-point of fibrous polyps is usually cred- 
ited to Killian. About the same time, however, Segura (of Buenos 
Ayres), working independently, arrived at the.same conclusion, 
and he has reported* several cases which he claims positively dem- 
onstrate his theory of their origin. For having opened the maxil- 
lary sinus through the canine fossa, he was able to trace the pedicle 
to the interior of the sinus finding it generally attached to some 
point in the neighborhood of the ostium. It is a question whether 
these polyps are to be ranked with true fibromata. The author 
designates them as fibro-myxomata. 

What is the ultimate termination of the naso-pharyngeal polyps 
if surgical intervention is not sought or is refused and these growths 
are allowed to evolve naturally? The possibilities are calcification, 
serious infiltration, cystic degeneration, sloughing, sarcomatous de- 
generation, or atrophy and retrogression. 

There seems to be a well-founded doctrine that naso-pharyngeal 
fibrous polyps, left to themselves, will, as the subject passes from 
adolescence into adult life—somewhat after the manner of fibro- 
mata of the uterus at menopause—gradually shrink and disappear. 

Even if it were certain such a termination could be depended 
upon, the condition of the patient in most cases forbids any ex- 
pectant course of treatment. These tumors frequently grow to an 
enormous size, producing a dilatation of the nasal fossae and 
spreading of the nasal bones resulting in nasal deformity and asym- 
metry. Posteriorly this expansion will cause a forward protrusion 
of the soft palate interfering with its normal action. The important 
functions of articulation, deglutition and respiration are seriously 
compromised. The patient may suffer from dyspnea and become 
anemic from insufficient oxygen, or he may suffer from dysphagia 
and become emaciated from insufficient food. Added to this, serious 
hemorrhages are not unusual and may at any time completely 
exsanguinate the already enfeebled patient. For these reasons im- 
mediate removal must generally be undertaken, and the practical 
question of the best method comes up for consideration. 
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Operations for the removal of naso-pharyngeal polyps may be 
broadly divided into two classes, which have been variously modified 
by individual surgeons. 1. Those in which access to the tumor is 
obtained by some preliminary cutting operation, and the growth 
then removed through an artificial route thus created. 2. Those in 
which the tumor is treated or extracted through the natural pas- 
sages, the nose, or mouth. The preliminary operations done to get 
freer access to the growth have consisted of: 1. Splitting of the 
soft palate, (Manne, Maissoneuve, Dieffenbach); 2. Resection of 
the hard palate, (Nelaton); 3. Resection of the soft and bony 
structure of the nose, (Chassaignac, Dupuytren, Verneuil, Ollier) ; 
4. Resection of the superior maxilla, (Syme, Flaubert). 

Even if these severe radical preliminary operations were the only 
methods at our command it is a question if they were justifiable 
when their disadvantages are weighed against the good accom- 
plished. 

The sacrifice of vital organs which results in serious loss of 
function, the invasion of highly vascular structure containing im- 
portant nerve ganglia, the production of disfiguring scars and 
unsightly mutilation are consequences which ought to make us 
pause, 

‘The hemorrhage is always grave and may be so persistent as to 
seriously obscure the field of operation. Indeed, it often happens 
that the surgeon is so intently occupied with the difficult steps of the 
operation, and so busily engaged in keeping in check the alarming 
hemorrhage that, through concern for the patient, the operation 
may have to be quickly terminated, and the final step or eradication 
of the growth—the object of the undertaking 





has to be hurriedly, 
and therefore incompletely executed. Cases are not wanting in 
which death upon the table has occurred as a result of the shock 
and hemorrhage. 

Nearly all surgeons have remarked upon the severe bleeding in 
these cases. Thus Hicguet* in a recent report of two cases operated 
on by the external method, commenting upon the severity of the 
bleeding in one case, that of a boy of 16, in which the palate was 
divided and the polyp removed with forceps, cites the testimony of 
the operating-room nurse to the effect that it was the most dreadful 
hemorrhage attending any operation which in her rather long and 
varied experience she had ever witnessed. 


According to the statistics of Delavan, the mortality in this opera- 
tion is no less than 25.9 per cent. One would think that at least 
against such a high mortality one might quote a low rate of re- 
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currence. The opposite, however, seems to be the case, for accor 
ing to the tables of the same author the recurrence in operations 
by this method is fifteen per cent, which is far higher than in the 
operations by the natural route. 

It is possible that circumstances may exist in which no othet 
method is possible save the artificial route, but if so, the cases a1 
exceptional, for evidently operations of such magnitude should be 
reserved for cases of extraordinary difficulty. In practice no 
restrictions have been observed, for we find certain surgeons op 
erating in all their cases indiscriminately by certain methods, 
which through habit and education, they have developed a steadfast 
predilection, whereas the cases must and do necessarily differ 
greatly in severity and degree 

Using the natural passages as the route through which the 
mors should be treated or summarily removed, a number of differ- 
ent methods have been devised. They are chiefly (1) forcible evul 
sion, or tearing away of the growth; (2) curetting t 
out; (3) cutting through pedicle by certain specially modeled sect 
sors introduced either through the nose or mouth; (4) electrolvsi 
(5) the electric wire (hot snare) ; (6) strangulation (cold snare) 
and (7) puncture and the injection of certain escharotic agents (as 
lactic acid) into the interior of the growths. 

As the reading of the reports will show, the shock and hemor 
rhage attending operations in which the growth is removed by 
scraping or evulsion, even though no preliminary operation has been 
done, is hardly less severe than in the case of the removal by 
artificial routes. 

Gatchell® reports two cases. In the first, having failed in an 
attempt to remove by scissors, he employed adenoid-forceps. He 
found the pedicle exceedingly tough, requiring considerable force 
to effect the detachment. After tearing away the growths, the 
finger in the naso-pharynx detected a large opening at t 
the insertion, at the bottom of which bare bone could be left. The 
hemorrhage was most profuse. 

In the other case, attempt was made to remove the tumor first by 
means of wire looped around it, but it was found to be so tough 
that the “snare was put out of order.” He was then compelled to 
resort to evulsion which was followed by a severe and dangerous 
hemorrhage. 

We have already referred to a fatal case reported by Rouvillois 
following an operation. The polyp was removed under cocain, the 


patient being in a recumbent position. The tumor being seized by 
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forceps held by an assistant, Escat’s rasp was employed to separate 
the greater part of the attachment of the tumor, which was then 
grasped at the pedicle by Escat’s forceps and removed. A copious 
hemorrhage followed not altogether. stilled by tampons. The 
hemorrhage continuing, and again becoming severe, the patient be- 
came completely exsanguinated and died on the ninth day following 
the operation. 

Special scissors have been used apparently with good success by 
some surgeons, but it is necessary to have instruments differently 
curved and shaped, and we may be sure that in some instances, 
such instruments could not be successfully used in removing the 
whole growth at the very place of insertion. The question of 
hemorrhage must be again seriously considered in such procedures. 

As regards the use of electrolysis, the cautery snare, and igni- 
puncture, which are highly recommended in some quarters, each is 
open to serious objections. The hot snare when heated to a de- 
gree sufficient to be active, too easily gives away under tension and 
snaps before the pedicle is completely severed. Moreover the phar- 
yngeal mucous membrane and Eustachian tubes are likely to be 
injured by the searing process. 

Electrolysis was introduced by Voltolini and has been strongly in- 
dorsed by Delavan and others. It is slow and tedious, sometimes 
difficult of application and often not surely efficient. Igni-puncture 
ought certainly to be condemned because of the sloughing and bleed- 
ing which attends its use. The same objection applies to the in- 
jection of caustic agents into the substance of the growth, as advo- 
cated by some, 

Apropos of these methods a very interesting case was reported 
recently before the Laryngological Society by Swain, in which the 
snare having been tried and failed, the tumor-was treated over a 
long period by means of electrolysis and igni-puncture. It is a dis- 
couraging history of dreadful sloughing, foul-smelling scab-forma- 
tion, and repeated exhausting hemorrhages. To avoid the “dreadfui 
sloughing times” the patient was advised to have a change of climate. 
Going to New Orleans he came under the care of Drs. DeRoaldes 
and King. An attempt was now made to remove the tumor with 
the Doyer forceps, but without success. 

In the next operation both carotids were exposed, and the right 
tied. Tracheotomy was performed. While compression was being 
made on the free arterial trunks, the growth was attacked with 
scissors and removed. In spite of the precautionary measures, the 


operator-states the hemorrhage was almost overwhelming. 
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The growth returned and the X-ray was the next therapeutic 
agent to be employed. The patient continued to suffer from hemor 
rhages from which he was on occasions exsanguinated to the point 
of collapse. Plugging the nose to stop the bleeding set up a suj 
purative otitis. The patient next came under the care of Drs 
Delavan and Harris, who employed electrolysis: more sloughing 
and then an attack of erysipelas to further complicate matters. 

The patient surviving all these set-backs, atrophy finally set in 
and the growth disappeared. Whether this termination was fa 
vored by, or happened in spite of the treatment is uncertain, 

The cold snare is a method that has been used in removing these 
growths, sometimes with perfect result but very often proving an 
absolute failure. Indeed the attempts to use this procedure has 
upon occasions involved the surgeon in very awkward predicaments 
Sometimes the screw has refused to advance because of the re 
sistance of the thick, dense pedicle grasped by the wire, sometimes 
the wire has failed to withstand the necessary strain placed upon 
it, and sometimes—worst of all, the end of the cannula has split, 
in which case, further pressure may have the effect of driving the 
point into the structures of the pharynx with serious consequences 

These are accidents that can be happily circumvented by employ 
ing a snare of heavy wire and so constructed that great force can 
be brought to bear. Now that the snare has become popular for 
the removal of tonsils, a variety of instruments of this kind are 
to be had that can be satisfactorily utilized for the removal of 
the naso-pharyngeal growth. With a little ingenuity it is always 
possible to manipulate the wires to engage the growth close to the 
place of attachment, so that the tumor may be removed in toto 
This end is materially promoted with the aid of the finger inserted 
into the vault, the sense of touch being depended upon for secur 
ing the correct adjustment of the loop. 

Slow strangulation of the pedicle is surely the best means at out 
command of safe-guarding against the much dreaded hemorrhage 
A clean severance of the tumor without injyry to the surrounding 
parts, without shock, without hemorrhage and without subsequent 
sloughing, seem to be such decided advantages belonging to this 
method of operation compared to others, that its excellence should 
be conceded. And so far as we are able to gather recurrences are 
no more frequent after this method than from others. Indeed, they 
are surely less frequent according to the statistics than some of the 
methods in which the tumors were removed by radical methods, 
operations of great magnitude being performed. 
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We note in the statistics of Delavan that in the forty-eight cases 
which included the cold-snare operation no recurrences are re- 
ported; while in those in which the preliminary operation of resect- 
ing the palate, superior maxilla or nose was done, there were five 
recurrences in a series of thirty cases. 

The following three cases of naso-pharyngeal fibroma were seen 
and operated upon by the author. The specimens which are shown 
are labeled so that they can be identified. 

Case 1. C. §., white country boy, aged 15 years, was first seen 
by me July 17, 1902. There was a history of difficult breathing the 
preceding year, especially marked during sleep; loud snoring ; nasal 


obstruction. especially on the left side. Patient noticed that he 





could breathe in fairly well but that expiration was impeded except 
when in the recumbent position, at which time he could breathe 
both in and out. No history of pain nor hemorrhage. Only in the 
past three weeks had there been any difficulty in swallowing. On 
examination there was discovered a large, smooth, rounded tumor 
occupying the naso-pharynx, and projecting nearly an inch below 
the lower border of the palate. It was movable and attached by a 
pedicle apparently to some part of the vauit of the pharynx. When 
the patient gagged the growth would recede into the upper pharyn 
geal region. Operation was done a few days later under ether 
anesthesia and the tumor which was found to be attached by a firm 
pedicle was removed by means of a wire snare. Great force was 


required to sever the pedicle. The hemorrhage was negligible ; 


there was no shock. The patient left the hospital in two or three 
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Histological examina 


days and there has been no recurrence. 


by Dr. J. B. Nichols proved it 


t 


tO 


} 


Ye a pure fibroma. 








Case 2. M. F., white girl, aged 10 vears, was first seen by mé¢ 
some time during the spring of the year 1905. The three promine 
symptoms of which this patient complained were nasal obstruct 
dysphagia, and a harassing cough. As the child’s father had di 
supposedly of tuberculosis the same diagnosis was made in this 
case and the patient was treated on this supposition for two yei 
or more by the physicians in the country where she lived. Final 
the tumor was discovered in the throat and the patient was sent to 


the city for consultation. A large, firm, rounded movable tumor 





was seen lying posterior to the palate. Removal was accomplished 
Specimen from ase 2; nat A 

under general anesthetic by means of wire snare, introduced | 

way of the nose and looped over the tumor by the aid of the fingers 

introduced through the mouth. Hemorrhage was not notable and 

the patient left the hospital in two or three days. There was a 


prompt disappearance of ‘symptoms, and marked. gain in strength 
and general health quickly followed in this case 
Dora F., 


nourished, undeveloped child, having the appearance of not being 


Case 3. white, aged 17 years, very pale, anemic, ill 


over 14 vears of age, broadening and flattening of the nose giving 
somewhat the frog-face effect. The patient was one of nine chil- 


dren: the rest all healthy. She herself has had measles, scarlatina 


and pertussis; since 12 years of age subject to severe colds; was 
treated for tonsillitis two years ago; menstruation first at eleven 
years; painful, recurring every two weeks. History of supra- 
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orbital neuralgia, gastric distress, nausea and vomiting. Patient 
has been subject to severe choking spells at night, which greatly 
alarmed her parents. Breath would be held for about two minutes, 
and then there would follow a fearfully loud, snorting inspiration. 


Swallowing very difficult, especially in the case of solids; no epis- 
taxis ; no pain. 

On examination right nasal cavity as well as naso-pharynx found 
to be occupied by large movable mass, having appearance of a 
myxomatous formation but of denser consistence. 

Operation for removal, October 11, 1910, by the same method as 
for preceding cases. In all, four large pedunculated tumors of 





Specimen from case 3; natural size. 


different sizes and consistences were removed, attachment being 
apparently to ethmoid articulation, After removal, right nasal cavity 
and choanae as felt by finger were found to be enormously dilated 
as a result of the pressure of the growth. Same favorable results 
as in former cases. 

A microscopical examination of the growth was made by Dr. 
John F. Anderson, who pronounced it a case of fibrous polyp, some- 
what edematous. 

The three cases reported, were all in children aged respectively 
15, 10, and 17 years; the first and last being girls and the other a 
boy. All three were country children. 
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The symptoms varied, but were chiefly referable to difficulties in 
respiration and deglutition. In all these cases the general health 
suffered greatly, so that expectant treatment with the possible idea 
of sponaneous retrogression was out of the question. In all the 
cases the growths were pedunculated. In cases 1 and 2 the growths 
were single, in case 3 it was multiple. The last mentioned case had 
less the appearance of a fibroma than the others, but a histological 
examination by a very competent pathologist proved that it was 
such 

In all cases the tumor was successfully removed by the cold- 
snare, and in no instance was there either shock or hemorrhage, 
the patient leaving the hospital in two or three days. There has 
been no recurrences in any of the three cases, and a period of nine 
years has now elapsed since the first case was operated upon. 

1. Bull, et men. de la soc. de chir. de Paris, p. 198, March 

292, March 15, 1910. 


2. Rev. hebd. de Laryngol., Dec. 15, 1906 


1, 1910, and 


La Policlin., p. 17, Jan. 15, 1910 


4. VYrans. Am. Laryngol. Soc... p. 52, 1909 


The Rochambeau, 815 Connecticut Avenue 


Inhalation of Superheated Air in Bronchitis and Related Affec- 
tions. A. Scumupt, Therapie d. Gegenw., Jan., 1911. 

After a several years’ use of the above-mentioned therapy, 
Schmidt finds that it is very effective in permanently relieving 
simple chronic catarrhal laryngitis and bronchitis but less so in 
bronchial empysema and bronchiectasia and of hardly any service 
in phthisis. -The tube through which the air is inhaled is fitted 
with a removable glass mouth-piece. The air is filtered through 
cotton dried by passing through calcium chlorid and heated by gas 
or electricity applied to the asbestos-covered stove within which it 
is situated. A thermometer is placed at the mouth of the tube. 


Ep. 








ACCIDENTS DURING TONSILLECTOMY AND SEQUELAE 
OF THE OPERATION.* 


BY ADOLPH O. PFINGST, M. D., LOUISVILLE, KY.. 


It is with some hesitancy that I present a paper on tonsil opera- 
tion, knowing that in the last few years medical literature has been 
flooded with articles dealing with this subject. However, most of 
the writings have dealt with the indications for the removal of tie 
tonsils and the methods of operating until now most of us are 
pretty well agreed as to the kind of tonsils which demand enuclea- 
tion and differ only in details of technic. 

To make former contributions of more value, a large number 
of cases will have to be recorded, the accidents incident to the 
operation and the sequelae noted, and the patients kept under ob- 
servation for ultimate results. My incentive to present the com- 
plications and sequelae of tonsillectomy is a series of Over 1,200 
cases of bilateral tonsillectomy extending over the last three years, 
all of which have practically been operated upon with the same 
technic and have been watched since the operation. Over 500 of 
these cases are taken from my private practice, while between 700 
and 800 were clinical cases, many from the Anti-tuberculosis Asso- 
ciation, operated upon either by myself or by my assistant, Dr. Wm. 
C. White. 

The technic employed in our cases was briefly as follows: Out- 
side of a thorough cleansing of the bowels no preliminary treatment 
was employed. With the patient anesthetized until pupillary re- 
flex is lost, the head-end of the operating table lowered so as to 
nave it about ten inches lower than the foot-end and the body turned 
somewhat towards the operator by inserting a long sand-pillar un- 
der the left shoulder, the patient is convenient for the operator 
seated at the side of the table and reflecting his light from a large 
electric bulb on the opposite side. With a self-retaining mouth- 
gag (Murdock) opened as far as possible without interfering with 
respiration and the tongue held down with a small depressor in 
the hand of a trained assistant, the tonsil first to be removed is 
grasped with a pair of vulcellum forceps. Many different forceps 
have been introduced. The one I use was patterned by me after a 
Gruenwald cutting-forcep and has the advantage of short blades 


*Read before the Meeting of the Southwestern Kentucky Medical As 
sociation, Paducah, Kentucky, May 17, 1911. 
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which can be opened readily without obstructing the view of the 
tonsils and which take a firm hold and do not tear the gland. Firm 
traction is made upor the tonsil, pulling it out of its bed and putting 
the mucous membrane on a tension. This membrane is readily 
nicked just under the anterior pillar, for which purpose we employ 
a Smith dissector sharpened on its concave edge, which readily cuts 
the mucous membrane around the tonsil and allows the gland in its 
capsule to slip forward into the faucial space beyond the pillar 


; 


ie 


like the gland in a para-phymosis. A No. 8 wire 1s slipped over 
gland and the small attached portion of the tonsil cut through with 
the snare with very little traumatism. After removal of the first 
tonsil a good-sized gauze sponge on a curved hemostat is inserted 
into the space between the pillars and pressure is made while the 
anesthetic is again being administered to prepare the patient for the 


other tonsil. Patients are kept under the anesthetic until all bleed 





ing has stopped. Our operations were all performed at the infirm- 
ary wnere the patients were kept from one to three days. With but 
few exceptions we used no after-treatment for the first two or three 
lays, then cleansing sprays and application of twenty per cent 
argyrol solution. It is hardly necessary for me to state that none 

f our cases were operated on during or immediately after an acute 
inflammation of the tonsils. A small percentage of adult cases were 
yperated upon under local anesthesia of cocain and adrenalin injec- 
tions. 

ACCIDENTS DURING THE OPERATION: In the first twenty-five or 
thirty cases it was not an uncommon occurrence to either button- 
hole one or both faucial pillars or to cut into them, leaving a ragged 
edge. It also happened that the uvula would be included in the 
snare and accidently abscised. These should rather be looked upon 
as errors of technic and occur no more since this has been improved 
by experience. In our earlier cases in which other forceps were 
employed, the tonsils frequently tore, demanding several re-applica- 
tions. Another accident which happened frequently in the earlier 
cases was the slipping of the snare causing it to cut the tonsil, leav- 


ng a portion of it behind and necessitating a second attempt. 

Probably the greatest source of anxiety during the operation js 
found in the bleeding. While I am convinced that the bleeding on 
the whole is much less after removing a tonsil in its capsule than 
after abscision with a tonsillotome, yet we have had several cases 
in which the flow of blood was checked with difficulty. In most 
cases pressure with gauze, or ice held in gauze, applied over the 
bleeding-point by means of a curved hemostat will stop the ordinary 
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bleeding in from five to ten minutes. Failing in this, the bleeding- 
point is found by retracting the anterior pillar and grasped with a 
hemostat, the pressure of which will stop it unless a large vessel 
has been divided. In two cases, one a boy of 19, and the other a 
girl of 22, large vessels were divided and blood spurted across the 
mouth as soon as the tonsil was removed. These vessels were 
caught with a Jackson hemostat and ligated with No. 1 cat-gut. ‘The 
aspiration of blood, of which so much has been written, was never 
observed in our cases, nor could [I find a case in literature in which 
such an accident was reported. 

Although I do not care to enter into a discussion of the merits of 
the various anesthetics in tonsil-surgery, I wish to state that about 
half of our cases in which a general anesthetic was employed were 
given chloroform and half were given ether preceded by atropia 
and that we experienced no difficulty in any of them. Statistics 
gathered by Packard’ seem rather conclusive in showing that ether 
is the safer of the two drugs. Packard found twenty-nine deaths 
recorded as a result of the anesthetic given for tonsil operations of 
all kinds, of which twenty-six resulted from chloroform, two from 
ethyl-chloride, one from the A. C. E. mixture and none from ether. 

It is of interest to note that in one case after removal of the 
tonsils with capsule intact what looked jike a remnant of tonsillar 
tissue was seen inside of the posterior faucial pillar in the tonsillar 
fossa. This was easily removed and microscopically proved to be a 
small amount of tonsillar structure encapsulated in a thin mem- 
brane of connective tissue. 

SEQUELAE OF THE OPERATION: On the day following the opera- 
tion the majority of patients had from 1 to 1% degree elevation of 
temperature and then had no further fever. With few exceptions 
they complained for three or four days of painful deglutition and 
some pain in phonation, and it took from ten to fourteen days for 
the fibrinous deposit covering the wound to clear off. 

The only semblance of sepsis noted in our cases was in a child 
of 3 years who was operated upon for enlarged tonsils and adenoids 
and who at the time had considerable enlargement of the glands 
of the neck on the one side. These glands hypertrophied very 
rapidly after the operation and, although their size decreased some- 
what later after the wound-surface had become clean, they are 
still large, four months after operation. 

The most common sequelae we observed was secondary hemor- 
rhage and I include in this, hemorrhage coming on after the pri- 


mary bleeding had been checked and the patient returned to bed 
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One of these came on eight hours after the operation (male, dg 

22 years), one after 12 hours (female, 17 years old), one on the 
fifth day (male, aged 27 years), and one on the sixth da 

10 years old). The last case was almost pulseless and uncons 
before Dr. White reached her. This, as well as the other cases 
were brought to a stop by means of pressure with the 
held firmly in the fossa. These sponges were inserted dry e 


in the latter case, in which the gauze was saturate 


adrenalin. 





In only one case of secondary hemorrhage pressut l to st 
the bleeding and we had to resort to more radical Thi 
bleeding occurred in a girl of 22 years, about twelve hours after 


the operation and came from a plexus of veins just under the 


terior pillar high uy 


p in the supra-tonsillar fossa. Efforts at 
tion failed, the veins tearing during the endeavor, and it became 
necessary to suture the pillars over a roll of gauze before the bleed 
ing could be stopped. The application of these sutures—as recom 


mended by Gilpatric,? is difficult on account of the small spa 


behind the posterior pillar. A small, full-curved needle was use 
and the sutures introduced from behind forward. 

This patient presented two other unusual features. On the day 
after the hemorrhage when the plug was removed it was noticed 
that a small hematoma the size of a marble had developed on the 
packed side, beginning just above the suture. In addition to this the 
patient developed a high degree of hysteria, claiming an impossibil 
ity to swailow. When she was allowed to return to her home in 
the country a week after the operation, the hematoma was still 
present, otherwise the wound had progressed as far as other cases 
at the same stage. However, she continued to complain of pair 
in the throat and would swailow nothing but liquids. She was 
hyper-sensitive and complained of pain on slight pressure over the 
neck, the face and the upper half of the spine. A month after 
the operation when she was sent to me by her family physician sl 
could hardly open her mouth. She complained of continual pain 
her throat and refused to swallow anything but liquids. The hyper- 


sensitive areas were still pronounced. By assuring the girl that 


the trouble was and that one or two applicati 


knew just what 
of medicine would cure her she opened her mouth 
me to insert a cotton swab between her teeth and mop the throat 
with ichthyol solution. Examination showed an absence of all it 
flammation, the throat being normal, the hematoma having disap- 


peared. The application was made for its psychic effect and at the 
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same time I told her that she would almost certainly be able to open 
her mouth on the next day. .This she did on the following day but 
still complained of pain for the relief of which a second application 
vas made. In two days she was relieved. 

The most unusual sequelae coming under my observation was 
one of hysterical hemipiegia coming on a week after a tonsillec- 
tomy. A large over-developed healthy-looking girl of 18 years 
with the history of some neurosis on the maternal side and the 
personal history of an hysterical temperament and some choreal con- 
tractures of the face and neck for two months was subjected to a 
double tonsillectomy on April 2, 1910. The operation was advised 
partly on account of her general condition but especially on account 
of recurrent attacks of peri-tonsillar abscess-formation. The opera- 
tion was done under a general anesthetic, the tonsils being removed 
without much difficulty in consideration of the fibrous adhesions to 
the capsule. For about a week the case took the usual course, the 
soreness gradually subsiding so that the patient could partake of 
some food. However, she gradually developed a nervous condition, 
complaining of a fullness in the throat, an inability to swallow solids 
and some pain in the back of the neck, in the region of the tonsils 
and over the lower jaw. The patient rolled her tongue about in 
her mouth in a peculiar nervous manner. She spoke very little and 
only when addressed and then with apparent difficulty. There was 
a slight rigidity of the head. In several days neurosis developed, 
the most marked of which was a paralysis of the right arm and 
leg, the patient being able to walk only by dragging the right leg 
after her. The entire extent of the spine was hyper-sensitive, 
otherwise no hysterical areas of hyperesthesia or anesthesia were 
noted. There seemed to be a disturbance of the sense of taste, the 
other senses being apparently undisturbed. The reflexes were nor- 
mal. The general condition of the patient was one of hebetude. 
She was aware of her surroundings, but evidenced no interest in 
things which ordinarily were of interest to her, as her music, read- 
ing and sewing, yet she performed her daily household duties with- 
out objection. A peculiar symptom which she developed in the 


fourth week after the operation was a fear with which she seemed 
possessed that someone would steal her valuables. She would hide 
her jewelry and other vaiuables and lock her doors at night, which 
was not customary with her. The patient continued in this condi- 
tion for about three months, when gradual improvement began. 
The last symptom to leave was the hemiplegia, which disappeared 
entirely four months after the operation. During this time the pa- 
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tient was kept out of doors as much as possible. She was encour- 
aged in the belief that she would improve and was removed from 
all exciting influences. At present the girl is the picture of health 
and has no chorea or other nervous phenomena, She realizes the 
condition she was in and speaks of her foolish actions with some 
embarrassment. Although this patient gave some evidences of 
mental disturbance and the case might be looked upon as border- 
ing on insanity, the symptoms and clinical course would rather indi- 
cate that we were dealing with a case of hysteria major. 

Inquiry anong other operators in Louisvilie and about twenty in 
Chicago, Philadelphia and New York shows that very few com- 
plications and sequelae of the operation have been observed. Most 
of the Louisville operators report only a few cases of primary and 
secondary hemorrhage which were controlled by ligation or suturing 
or clamping the faucial pillars. No severe sepsis was observed and 


no death directly resulting from tonsil surgery. 


The dryness of throat which has been mentioned | ome opera 
ors after tonsillectomy has never been observed in my cases, al 
though many of the patients were questioned regarding this symy 
tom. 

The change.in the voice which is feared by the lay-people and 


which is also mentioned by some operators in a vague way has a 
never been noted. 

The most unique sequelae brought to my attention was a large 
hematoma in a case operated on by Dr. Lederman, of Louisville, 
which I had the pleasure of seeing in consultation. This occurred 
in a young man of 26 years, with a marked aortic stenosis, and 
followed the removal of one tonsil in its capsule by means of dis- 
ection and the snare performed under local anesthesia. Soon after 
che operation, blood began to extravasate under the mucous mem- 
brane and in a few hours a mass the size of a large hen’s egg had 


formed, occupying almost the entire palatine arch. Dr. Lederman 


also had a case in a girl of 18 years of age, in which a suppurative 
otitis media followed in 24 hours on the side on which a tonsillec- 
tomy had been done, under local anesthesia, with the dull dissec 


tor and snare. The otitis ran a mild course. The other tonsil was 
removed later without complication. 

Dr. Hall, of Louisville, observed a death followtng tonsillectomy 
from an intercurrent diphtheria infection in a boy of 8 years, oc 
curring seven or eight days after the operation. This was a clin- 
ical case and had been withdrawn from observation by the parents. 
When seen by Dr. Hail ten days after the operation, the child was 
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found to be suffering from advanced laryngeal diphtheria, the ton- 
sillar area being free from membrane. He died in forty-eight hours 
notwithstanding treatment. 

The replies from operators elsewhere would also indicate that 
complications and sequelae of the operation are not common. Most 
of the operators experienced a small percentage of troublesome 
hemorrhage. The frequency with which this complication arises 
varies with different operators. Casselberry, of Chicago, in a care- 
ful study of 1,500 tonsil enucleations, had serious bleeding—im- 
mediate, delayed and secondary—in the proportion of one to every 
seventy-five tonsils removed. Unless we include the cases in which 
we had to employ prolonged pressure (15 to 30 minutes) or had 
to grasp the bleeding-point and allow the hemostat to remain on 
the vessel for three or four minutes, we were troubled with severe 
hemorrhage but eight times in the 2,400 faucial tonsils removed, 
a ratio of one to 300. Ballenger was still more fortunate, recording 
but two cases of severe hemorrhage in 9,000 cases. Robertson, of 
Chicago, speaks of frequently encountering late primary hemor- 
rhage, but failed to state in what proportion of cases. Freer, of 
Chicago, whose cases evidently run into the thousands, has had but 
three experiences with hemorrhages which required the employ- 
ment of the clamp. Dench, of New York, also speaks of having 
had but two cases of rather severe hemorrhage coming on after the 
operation. 

The means employed to allay the bleeding after tonsil enuclea- 
tion also differs with the operators. Some employ adrenalin or 
other styptic agents, as gallic and tannic acid, alumen, etc. McKer- 
nen, of New York, speaks of the successful use of thrombo-kinase 
powder in five cases of secondary hemorrhage. In other cases he 
employed the clamp and ligature. Some favor the ligation of bleed- 
ing vessels, others advocate suturing the faucial pillars over a roll 
of gauze, some employ clamps for the same purpose (Ray, of 
Louisville, Freer, of Chicago) and some employ the buried suture 
at the bleeding-point (Marquis, of Chicago). 

Sepsis was not observed by any of the men with whom I cor- 
responded nor had any of them experienced a fatality from the 
operation, although Dench mentions a death following tonsillec- 
tomy due to status lymphaticus occurring in his hospital service. 
Ballenger, in the last edition of his text-book® reports two cases of 
severe sepsis and two of prolonged hemorrhage with collapse but 
no death in 9,000 cases. 


A review of the literature shows that some operators have met 


with more serious sequelae following the complete tonsil operation. 
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L. W. Dean,‘ of Iowa City, reports a fatal case from sepsis follow- 
} 
s 


ing tonsillectomy. It occurred in a lady 27 years old. On the day 





following the operation the temperatur 
painful and edematous and the lymphatic glands in the neck became 
enlarged and tender. Later the glands over the entire body en 
larged, the patient became delirious and died on the sixth day in 
convulsion. 

Dean also reports a case® in a child 5 years old which developed 


a gangrenous inflammation of the neck a week after tonsillectomy 


necessitating free incision and irrigation. This patient recovered 
though she was in the infirmary over five weeks 
Dean cites from the literature many alarming complications after 


tonsillotomies such as, middle-ear inflanimation, infection of the 
glands of the neck, pharyngeal abscess, meningitis, hyperpyrexia 
resulting in death, etc., and mentions only a few following tonsil- 
lectomies. 


Parish® cites a case, not his own, of a male 28 years old, who, dur 


ing a tonsil operation with punch, developed a marked emphysema 


of the neck lasting three days and terminating in recovery. 
A case of permanent torticollis is cited by Pierce’ from another 


practice occurring in an adult following the complete tonsil opera 
tion, which was attributed to faulty technic, the operator having 


scular tissue 


accidentally removed some pharyngeal mu 


T. J. Harris* lost a case after tonsillectomy, in his opinion due 
to status lymphaticus. The patient, a man of 30 had both tonsils 


removed under local anesthesia and soon after the completion of 


the operation the heart becoming very weak until death followed 
The autopsy showed the presence of a large thymus weighing 
eighteen grams and a distended right ventricle. 

Packard® also reports a fatal case after tonsillectomy in a girl of 
3 years, the child developing a high temperature and death follow- 
ing with obscure symptoms in six hours. 

Pairy’® observed a case in which death resulted from a cere 
bellar abscess, secondary to a middle-ear abscess which developed 
after tonsillectomy. 

While a more extensive review of the literature might add sev- 
eral more cases to the ones in this report, it seems that alarming 
complications and sequelae are very rare after the removal of ton- 
sils in the capsule. On the other, hand, literature contains many 
instances in which the incomplete tonsil operation was followed by 
alarming symptoms or by death. In view of this we can only draw 
the conclusion that we have in tonsillectomy a comparatively safe 
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operation and that in its performance the operator must be guided 
by the same rules governing surgical operations elsewhere. The 
operation must be performed surgically clean, and should be done 
at a hospital. The amount of traumatism should be reduced to a 
minimum and bleeding vessels ligated when not controlled by sim- 
ple devices. 
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Enucleation of the Tonsil for Chronic Disease. SyMrE. Glasgow 
Med. Jour., May, 1911. 

Discussing the physiology of the tonsil the writer accepts the 
view that it is probably to be looked upon as a modified lymph- 
gland and that it exercises a protective function against invading 
organisms. ‘That this protective power is especially active in child- 
hood is shown by the frequency with which the gland becomes 
hypertrophied. It is reasonable to conclude that the tonsil does 
fulfill an important function so long as it retains its functionating 
properties—an important qualification. The problem as to when 
complete removal of the tonsil is called for can only be finally 
solved by more accurate diagnosis. It is certainly unscientific and 
unsurgical to remove only partially a totally diseased gland, but 
it is equally wrong to remove a gland which still retains, or is 
likely to recover its functional activities. It is not at present pos- 
sible in all cases to distinguish between these two. The question 
as to whether tonsillotomy is ever to be preferred to tonsillectomy 


must be answered in the negative. The writer performs the opera- 
tion with a sharp elevator and a snare. GUTHRIE. 

















PROGRESS IN THE TREATMENT OF LARYNGEAL CARCI 
NOMA SINCE THE ORGANIZATION OF THE AMER- 
ICAN LARYNGOLOGICAL ASSOCIATION. 


BY J. SOLIS COHEN, M. D., PHILADELPHI 

Your President has requested from me a paper on the “Progress 
in the Treatment of Laryngeal Carcinoma Since the Organizatior 
of this Association.” It need be but very briet. 

In 1878 the treatment of laryngeal carcinoma was mainly 
tomatic. The chief surgical features in advanced cases compris¢ 
on the one hand, prophylactic tracheotomy to secure respiratior 
and avert suffocation, and on the other, removal of exuberant 
masses with forceps or with curette to facilitate deglutition. Il 
general practice was to remove 


y 
~ 


cases of minute dimensions the 
the growth intra-laryngeally with forceps or curette and cauterize 
the base; or to destroy the growth with the electric cautery Phi 
medicinal treatment was symptomatic save for the systemati 
ministration of arsenic, then considered to have some effect i1 
retarding the progress of carcinoma. 

Nevertheless, serious attempts at radical procedures had beer 
employed for a number of years before the organization of 
association. Thus in cases of limited and fairly circumscribe 


dimensions, a number of surgeons preferred to split the larynx it 





front, stretch the wings of the thyroid 


irtilage asunder, and thei 


dissect the growth out with a zone of apparently healthy tissue, an 
cauterize or scrape away the tissue from whence the growth 
been removed. This, with certain technic modifications, still r 
mains the best method of treating intra-laryngeal carcinoma 
moderate dimensions, although it was unappreciated for maz 
years. In large growths seriously involving the larynx and 


some instances adjacent structures, occasional operations had beet 


performed, removing the entire larynx, o1 nsiderable porti 

of it, and sometimes with more or less extensive portions of sut 
rounding invaded structures. In those early days, however, de 
spite an occasional example indicative of absolute success ¢ 


majority of cases thus treated perished from causes directly attri 
butable to the operation and its sequences, so that it was very 
doubtful whether the slight gain in the few successful instances 


*Read before the meeting of the American Larvr 
May 30. 1911 


ological Association, 
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‘ompensated for the absolutely loss of life in the many more who 
perished prematurely as the result of the interfering procedure. 
For many years statistics of published cases proved the truth of 
th's statement. 

\s the technic of operation and of the post-operative handling 
have become more thoroughly improved, this discrepancy has 
largely disappeared, and for some years we have confidently. an- 
ticipated satisfactory results in the majority of cases provided they 
have been properly selected. If improperly selected, it is still far 
better that radical measures be avoided and that symptomatic treat- 
ment adopted with precautionary tracheotomy as requisite. 

\ practice has arisen in cases of moderate dimensions, to split 

larynx, and destroy the growth bodily by one of the electric 

cedures, electric, cataphoretic, fulguric, Roentgenic, and even 

radium; but these methods are incomparably inferior to the 
knife or the scissors. Two of the great dangers that threatened 
success after satisfactory performance of an operation for carci- 
noma of the larynx were recurrence of the neoplasm in all cases, 
and mechanical or surgical pneumonitis in cases of absolute ex- 
cisions of the larynx. The danger of recurrence has been lessened 
by the dissemination of laryngology among the profession render- 
ing it every day more likely that the lesions will be recognized long 
before they become unamenable to treatment, so that they can be- 
come eradicated while still limited in extent and easily accessible. 
It has been lessened by taking advantage of the fact that cartilage 
long resists the ingress of epithelioma so that comparative immunity 
from recurrence in situ may be secured by a technic in operation 
first described in the transactions of this association, namely, 
thyrotomy, removal of the growth and a healthy zone of tissue 
raised up in mass after stripping the perichondrium from the car- 
tilage with a blunt dissector. This is far better than the earlier 
plan of cutting away the growth and then scraping tissue down to 
the perichondrium, or deep cauterization of the surface from which 
the growth has been cut. 

\nother procedure similar in conception and in intent applicable 
to more extensive lesions, but which has not yet received much 
consideration, was described in our transactions more than twenty 
years ago, and consists in removal of the entire respiratory por- 
tions of the larynx, leaving the undiseased thyroid cartilages undis- 
turbed to perform their functions as shields. 


‘\s regards the dangers from septic pneumonitis ; these have been 


largely eliminated in complete laryngectomy by adopting a device 
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also described long ago in our transactions, consisting in cutting 





the trachea loose from the larynx and fastening it in the front of 
the neck, thus cutting the respiratory tract off entirely from the ali 
mentary tract, and avoiding the escape of food into the air 


passages, while at the same time it renders unnecessary the use 
i ab 


a tracheal cannula. These, gentlemen, are the chief points 
progress in the treatment of laryngeal carcinoma since the organiza 
tion of the American Laryngological Associatior 
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Acute Thyroiditis Following Potassium lodid Treatment. | 
SELLEI, Deut. med. Wechnschr., March 23, 1911 
Sellei reported in 1902 a case in which inflammiation and swelling 





developed in a previously sound thyroid after the patients had taken 


two spoonfuls of a five per cent solution of potassium iodid. . The 


acute thyroiditis was accompanied by high fever. He here reports 
a similar case, the acute thyroditis developing after the first spoon 
ful and becoming more intense after two more spoonfuls Phe 
iodid had been given in this case after a course of mercury. The 
thyroiditis subsided completely in a week. It was evidently a 


pulse running up t 


12c. He is inclined to explain the symptoms 


as a manifestation of anaphylaxis.—E-x. 


Serologic Differential Diagnosis of Whooping-Cough. A. De! 
court, Arch, de Med. des Enf., Jan., 1911. 

Delcourt extols the advantages of the complement-fixation test 
in revealing latent or masked cases of whooping-cough in children 
and adults. Epidemics are kept up by these unsuspected cases, and 
their discovery is naturally of great importance for prophylaxis.— 


Ex. 




















CONGENITAL WEB OF THE ESOPHAGUS; REPORT 
OF A CASE.* 


BY J. PAYSON CLARK, M. D., BOSTON. 


The following case has seemed to me of sufficient interest to be 
recorded, if for no other reason, on account of its apparently unique 
character. Miss K., aged 24, domestic, was referred to me last 
November, with the following history: Her general health had 
always been good. She had never had any serious illness. From 
her earliest recollection she had always been obiiged to eat very 
slowly and to mince her food very fine. There was no history of 
trauma. A year before I saw her, she had had a bad attack of 
choking, following an attempt to swallow a small piece of meat. 
Since this attack she had been unable to swallow anything but 
liquids. In April, 1910, she saw a specialist who referred her to 
the Massachusetts General Hospital for examination. She did not 
go then, however, but consulted another physician who gave her 
medicine. This afforded her no relief and she was advised to 
consult me. She was a well-developed, well-nourished girl of 
average height. She appeared very nervous, so that my first idea 
was that the condition might be a hysterical one. An attempt was 
made to pass a flexible bougie. Several sizes were tried but all 
were arrested apparently just back of the ¢ricoid. Examination 
with a Jackson’s tube-spatula under local anesthesia was tried with- 
out success largely on account of the nervous condition of the pa- 
tient. This examination was in the afternoon. In the evening, the 
patient came again to my office much alarmed because she had been 
unable to swallow even water since the examination. I then ar- 
ranged for her to come to the throat clinic of the Massachusetts 
Hospital the following morning for an examination under ether 
anesthesia. On arriving at the hospital she said she had been able 
to swallow absolutely nothing since the previous afternoon. Under 
ether anesthesia, with the patient in the Rose position a large Jack- 
son tube-spatula was introduced back of the epiglottis and the whole 
larynx elevated. This revealed a strange condition. A _ rather 
shallow pouch formed apparently by the union of the mucous mem- 
brane of the posterior and lateral walls of the pharynx with the 
mucous membrane of the posterior surface of the cricoid was to 
he seen where the opening to the esophagus should have been. 


Read before the meeting of the American Laryngological 


Association 
Philadelphia, May 31, 1911. 
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A little to the left of the center of this pouch was a small opening 
presumably communicating with the esophagus. This opening 


appeared not more than three to five mm. in diameter. Witl 
object of determining, if possible, how thick this membrane 
l decided to put it on the stretch by the careful introduction of a 
large-size esophagoscope. I placed the esophagoscope back of the 
cricoid and began to stretch the membrane while I observed 

effect. Suddenly it gave way and the esophagoscope proceeded with 


ease into the esophagus for its whole length without meeting 
other obstruction or abnorma 


from the rupture of this “hymen” of the esophagus and the dé 


remains of this membrane made a very insignificant appearance 
for the most part shriveled up on the posterior pharyngeal 7 
There is very little more to note about this case. The patient 


never having had a real good swallow, was a little timid about it 
at first but soon got over that and now, six months after the opera- 
tion, if my manipulations can be so designated, she says she swal 
lows as well as anyone. 

As far as I have been able to discover, no case similar to this 
one has ever been reported. Green’s “Encyclopedia and Dictionary 
of Medicine and Surgery,” 1908, under “Malformations of the 
Esophagus,” says: “These are very rare and of no great practical 
importance.” The article goes on to mention total absence of the 
esophagus in a new-born child also absence of a portion of the 
esophagus, the two ends being usually united by a thread of fibrous 
tissue. Further: “Congenital stenosis of the esophagus at its com- 


mencement or at the cardiac end has been describe Osler’ 





‘ aia 99 ‘ . P ; 

ern Medicine,” 1908, does not mention this condition. J] have been 
through the Index-Medicus since 1908, but can find no referes 

such a case. 
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Is Adenoid Vegetation Generally Congenital? Jah 
der Kinderh., May, 1911. 
Erdely reviews thirty-two cases. He concludes that these vegeta 


tions are, as a rule, congenital and should be removed as soon as 


the symptoms appear, unless the child is younger than six months 
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LEE M. Hurp, M. D., CHAIRMAN. 


) 


(Continued from page 762, June, 1911. 


A Case of Myxo-Fibro-Sarcoma of the Nose and Naso-Pharynx, 
Removed by Bodine’s Modification of the Boeckel Operation: 
with Recurrence. By D. S. DouGuHerty, M. D. 


Original contribution to THr LaryNneoscopr, p. 650, May, 1911. 


Epithelioma of the Tongue. By D. S. DouGuerrty, M. D. 

He had had another case, which Dr. Quinlan had seen with him, 
of epithelioma of the tongue in the median line, filling up the fossa 
rlands on the left side of the neck. 


< 
> 


extreme involvement of the 


witl 
The patient had promised to be at the meeting to-night, but his 
family physician had decided that it would not be well to fool with 
it, and that some applications to the glands of the neck would 
remove the trouble. 

DISCUSSION. 

n reply to an inquiry from Dr. Chambers as to how the bones 
of the arch were separated, Dr. Dougherty said that they entered 
first with a chisel, carrying the incision across, then put in the 
point of the bone-forceps and cut down the shell. 

Dr. QUINLAN inquired on what ground the diagnosis of epitheli- 
oma of the tongue was made. He had seen the man referred to, 
and he seemed to be well-nourished, and this fact, taken in con- 
junction with the slight adenitis which complicated the condition, 
would lead one to doubt the malignancy of the condition. The 
man had no symptoms of systemic infection, and nothing but slight 
evidence of hypertrophy of the glands, an ordinary papillary growth 


1 
h 


he base of the tongue which might be an hypertrophy of the 


at I 
lingual tonsil; it did not seem to have the usual purplish look, and 
showed no evidence of degeneration. He thought the microscope 
would be required to establish the diagnosis. 

Dr. DoucHuerty replied that no microscopical examination had 
vet been made, but on the second inspection the macroscopic appear- 
ance was that of a typical epithelioma; it was slightly ulcerated on 
the tip, was grayish-red, and the man had lost twenty pounds in 
weight, and had been in bed for a week with a temperature of 101°; 


the glands also were beginning to suppurate, that macroscopically 
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A Series of Cases Showing Results of Radical Operations on the 
Frontal Sinuses by the Knapp Method. by | EK. M 





Kenty, M. D., and GE! ip H. Ce M. D 
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oved. Thus we get a large and free opening into the nose 

In small and medium-sized frontal sinuses, the removal of the 
floor usually suffices, but in the case of high sinuses, like those of 
the first patient to be reported, it is generally necessary to make a 
window in the anterior wall, in order to carefully inspect the in 


terior of the sinus and reach the spaces otherwise inaccessible to 
the operator. In any event, a wide bridge of bone, at least as wide 


se 


as the breadth of the index finger, should be kept at the supra- 


orbital margin to preserve the normal contour. 
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The middle turbinate, unless previously removed under cocaine, 
should be resected at the time of the frontal sinus operation. 


1 


The periosteal and sk | 


in incisions are closed by sutures, except 
for a small rubber tissue drain at the inner angle of the eye, which 
is removed the following day A cigarette drain from the sinus 
into the nose is allowed to remain for twenty-four hours. 

This operation differs from Killian’s in: 1. The treatment of the 
anterior wall of the sinus; 2. The manner of incising the peri- 
osteum; 3. The method of handling the pulley of the superior 
oblique muscle. 

In the operations of this type that have been performed at the 
hospital—some eight or ten,—it has been necessary to make the 
window resection in only one patient,—in all the others the removal 
of the floor was sufficient. 

Case 1. C. J., well-developed man, 39 years old. Bilateral muco- 
purulent nasal discharge and headaches since childhood. First seen 
in December, 1909. During the past three years has had repeated 
intra-nasal operations in several of the large European cities. Both 
middle turbinates have been removed, and the sphenoids and eth- 
moids of both nostrils opened. These measures relieved his right- 
sided pain. A little over a year ago, when first seen, he had dull 
pain over the left frontal sinus, beginning about 9 a. m. and lasting 
till 3 p. m. daily for about three weeks. He was forgetful and 
drowsy, sleeping most of the time. X-ray photographs show very 
large, high frontal sinuses, That of the left side shows a dark 


area, pointing to diseased mucosa. Left antrum also dark. Opera- 


tion, December 15, 1909, as described above, making a window in 
anterior wall of sinus. Mucous membrane of left frontal was 
thickened, diseased and polypoidal. Ethmoids were also diseased 
and polypoidal. A septum in sinus was broken down. Antrum not 
opened to avoid prolongation of operation. This man is completely 
cured of his pain. 

Case 2. Mrs. Maclhenzie. Came to Dr. Campbell’s clinic seek- 
ing relief from left-sided nasal obstruction and purulent discharge. 
About five years ago was operated for the same condition in an- 
other hospital with temporary relief. At that time, the middle tur- 
binate was removed. On December 9, a few polypi were snared 
away by one of the men in the clinic, and that same night she had 
severe pain in the left eve-ball, accompanied by swelling of upper 
and lower lids and pronounced exophthalmos. Temperature went 
to 104° F. On December 11, 1910, Dr. MacKenty removed the 
floor of the sinus and exenterated the ethmoids. The findings were 


rather unusual. There was a defect in the region of the ethmoid 
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cells, which were full of pus. By this path, pus had apparenti 
found its way into the orbital fat, where two localized abscess« 
were found. The frontal sinus contained pus under pressurt 
was filled with polypi. Sinus not more than three irths in 


high. 
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trum. Operation, December 21, 1910. Floor of sinus remove 
ethmoids and sphen id opened, antrum pened through in 
meatus. The mucosa lining the frontal sinu s, especially about th 
duct, was thickened and inflame he cavit nt | 
amount of muco-pus. The ethmoids and sphenoid ntained 
generated mucous membrane, polypoidal in characte Recovet 


uneventful except for secondary infection of skin and deeper 
tures. This patient is now free from his heada The 1 
dry. 

Case 4. Jacob Sudmann.  Pansinusiti Histo Bilates 
purulent nasal discharge and headache since January, 1g1o. Car 
under observation in September, 1910. Both antra opened through 
nose, and ethmoids operated intra-nasall) Headache and, dis 
charge persisted. Dr. MacKenty removed, after three months’ 
servation, the floor of right frontal by the external route, and 
opened ethmoids and sphenoid. The frontal was filled with thick 
yellow pus and polypi. There was a defect in the bony septum 
between the two sinuses through which pus oozed from the left 
sinus into the cavity of the opposite side. This defect was enlarged 
and the bony septum removed so as to drain the left frontal into 
the right nostril. The cosmetic result is excellent; as he has | 
some pain over the left side since his operation, it will undoubted) 
be necessary to do a complete operation on his left frontal and eth- 
moids before he is entirely cured. 

Case 5. Sam H., 32 vears. Pain and left-sided nasal discharge 


1 


for nine years. Pain is bilateral in supra-orbita 


l 


regions and occiput. 
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rhe patient had intra-nasal operations in the region of the mid- 


dle turbinate in 1906 and again in 1908. He suffered from epileptic 


attacks, which came on at the time of the attacks of frontal sinus 


yy Dr. Jos. Collins, who noted 


pain, and was referred to the clinic | 
that his epileptic seizures were diminished by the nasal operations. 
\ radical operation was, therefore, decided upon, and in Novem- 
ber, 1910, Dr. MacKenty removed the floor of the frontal sinus 
and opened the ethmoids and sphenoid. The mucous membrane in 
the floor of the frontal sinus was thickened and inflamed and it 
was apparently this condition which caused his periodic attacks of 
pain, due to the temporary closure of the secretory duct of the 
sinus. The mucosa of the ethmoids was polypoidal in characte: 
His epileptic attacks now occur less frequently than formerly. It 


is still somewhat early to judge of the improvement in this case 


Two Cases of Pharyngeal Atresia; Specific and Traumatic. |}; 
Joun E. MAckKenry, M. D. 

Case I. Syphilitic pharyngeal atresia occurring between the soft 
palate and the pharyngeal wall. The patient was referred to Dr. 
Mackenty last spring. He gives a history of having had syphilis 
in 1895. The atresia he attributes to an operation for adenoids 
four years after he had the syphilis. He has also an atresia of the 


richt anterior nares, d 


ue to specific ulceration at that point, and a 
distortion of the larynx from an ulceration occurring two years 
after the inception of his syphilis. When first seen, his soft palate 
adnered to the posterior pharyngeal wall, except for a probe open- 
ing in the center, through which the extent of the artesia could be 
determined. Two previous operations had been done for the relief 
of the condition, one a simple division, the other a Nichols wiring 
operation. About that time he read an article by Roe, advocating 
a new operation for pharyngeal atresia and the method appealed t 
him as being a very ingenious one, so he attempted it upon this 
young man. Under ether anesthesia, he found it impossible t 
proceed ‘by Roe’s method. A few days later he gave the patient 
morphine and thyoscine, took him to the operating-room in a semi- 
conscious condition, injected cocaine, and proceeded to do the Roe 
operation in the upright posture. Roe had performed the opera- 
ion on a case of traumatic atresia. Dr. MacKenty believes that 
this is the first case of syphilitic atresia that has been operated by 
this method. 


The atresia extended up into the pharynx almost to the level 
; 


of the choanae. Roe’s method aims to line the posterior surface 


of the soft palate with mucous membrane. A flap with its base on 
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the soft palate, is taken from the palate and cheek and made 


enough to extend below the palate edge and up to the hi 


of the denuded surface on the posterior, freed face of the palate 
Roe gave no details of technic, which made the procedur I 
difficult. 

It did not occur to Dr. MacKenty that the flap when dissect 
would shrink and coil up and become very difficult to mani 
The flap should be made wider therefore than is apparently need 
for it shrinks to about half the size of its original outline. The 
ate is now freed from the pharygeal wall The end of ¢ 
is transfixed with a curved needle holding a silkworm-gut ture 
The four ends of the two sutures are brought out of the 1 
Each end is threaded on a well-curved needle Beginning, 
the left side, the needle is grasped in a needle-holder whi | 
it parallel with the long axis of the handle. The freed palate 
pulled well forward and the curved needle introduce ell up br 
it and brought through f1 behind forwat he 


are similarly placed each in its proper relation. When traction 
is made on these four sutures, the flaps are drawn up behind the 
palate and their surfaces made to apply to its raw posterior surface 
Care must be taken that the flaps do not get twisted Roe’s dia 
gram shows these flaps nicely stitched in plac Dr. MacKenty was 
content to anchor his sutures to the anterior surface of the palate 
with perforated shot He learned later that some al ance in 
tension of these sutures must be made for post-operative edema 
The case is completely cured and has a naso-pharynx large enoug! 
to be viewed with a mirror 

Case 2. Girl, referred to Dr. MacKenty by D1 IcCullagh. She 


does not know when the atresia first occurred, but it was some time 


lurino her childhood. and she has never in her memory breathed 

auring ner cCnuanood, and sne has nevel in ner men reatne 

throug: her nose, until atter the operation ihe only pening 1 
SS: oe és ~ ies | a : 

a tiny central hole, which most of these cases seem t ( She 


can now breathe perfectly through the noses Her nasal mucosa 


ino very peculiar changes. It is pale and 


seems to be underg: 


poid-looking, which is probably due to the fact that the mu 


membrane is now endeavoring to functionat he opening will 


] ] ] - 1. eorane 1 ssvatl sat 1, sseaané “¢ 
allow the second finger to pass through with ifficulty Het 
pharynx is naturally shallow, and even though t ypening 


1° 


lies practica 


large as stated, the palate 
wall. She had very strong pharyngeal muscles, and they hold her 
soft palate tight against the pharyngeal wall 

The operation which was done on this case, and also on another 


a few days ago, is much simpler than Roe’s operation, and accom 
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plishes the same result. The mucous membrane on the anterior 
surface of the palate in these cases is continuous with the mucous 
membrane on the pharyngeal wall below the arch. It would seem 
unnecessary to get flaps from the cheek when they could just as 
well be taken from the pharyngeal wall below the line of atresia. 
Dr. MacKenty tried to find out how far the atresia extended by 
passing a probe to outline it. If it extends upward half an inch on 
the naso-pharyngéal wall, then the flaps may be outlined on the 
pharyngeal wall to the same extent downward, with a sharp scalpel, 
two flaps were outlined on the mucous membrane of the pharynx, 
extending from the central opening, downward, outward and then 
upward to the posterior pharyngeal pillars, dimly seen through the 
sia. Now these flaps extend just as far down in the posterior 
pharyngeal wall as the atresia extends upwards on the posterior 
naso-pharyngeal wall. A curved needle armed with silver wire is 
introduced at the lowermost inner edge of the outlined flap and 
carried lateraliy to emerge at its lowermost outer edge. A similar 
procedure is gone through for the other flap. The points of en- 
trance and emergence are about one-half inch apart. These four 
suture-ends are allowed to project from the mouth and may be 
used as tenacula. Now, with the curved knife or scissors, go 
through the little hole and dissect the palate from the posterior 
pharyngeal wall and continue the dissection down until you come 
to the outlining of the flap, where it is cut loose. Thus the whole 
palate is separated from the pharyngeal wall, and attached to the 
curved edge of the soft palate are the two flaps transfixed by the 
two sutures. The rest of the operation is simple. A curved needle 
is attached to each silver wire end. The needles are passed up 
behind the palate and brought through each in its relative position. 
When these wires are drawn forward, the flaps are inverted and 
take up their new position on the posterior surface of the soft palate 
The four stitches are fastened by perforated shot. 
Two cases have been operated on by this method, the one shown 
and another which will be reported later. 


DR. QUINLAN inquired whether he was correct in understanding 
Dr. MacKenty to say that he dissected the wall and then brought 
it up backward. What was the objection to bringing it up through 
the nose? 

Dr. MaAcKenvty replied that there was none, where that was 
feasible. 


DR. QUINLAN replied that it was very difficult to stitch in the 


thino-pharynx, and the simpler the technic of these rhino-plastic 
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operations in bringing the two raw and denuded surfaces together 
the better would be the-result, physiologically ; ell met 

Dr. WATERMAN Said that this has been nsidered an alm 
im] ossible thing, and he wished to be sure t iT! away the right 


impression. It seemed most important in the first place tl 


ap should be long enough to cover the denuded area. If 

too long, it made no difference Furthern it not nece 

to get the points high enough to have the tension sufficient t eC 
the area. 

Dr. Mclkenty replied that the idea was to get th g 
as the atresia, so that the latte ud be entiré ‘ \ 
other important point was to extend the flaps well outwat the 
lateral walls so that when inverted they would I 
external angle In the last case thi as better done than in tl 
one exhibited Following thi peration there i ant 
edema, and it is w not t put the { 
econd case he ( 


Dr. W. W. Carrer said that two vears previously he had operate 


on a case by a meth 


In the operation referred to he dissected up the flap much D1 
Mackenty had done, taking t 
then with a cannula running through each nostril he thread 


sutures in and pulled the fi 





then tied the sutures together in front of the septum Che ult 

was very good indeed, for three week At the end of that time 

the patient passed from under observation, and he could not report 

on the permanent result, but he believed that the patient was com 

pletely relieved. Dr. MacKenty was to be congratulated on the 
, 


results in the cases just shown 


Dr. McCuLLacnu said that he had had the pleasure of assistin 


g 
Dr. MacKenty in the operation on the woman, but thought that his 
description of the ease of cutting the flap woul e misleading t 


any one doing it for the first time. It is rather difficult to strip it 
down from the posterior wall of the pharynx practically in a con 
tinuous sheet and to avoid the suture. Dr lacKkenty had also 
failed to bring out another point. In the first case, inside of forty 
eight hours one of the shot fastening the 
off, and the whole stitch had to be removed; so the suture was in 


place only forty-eight hours, and yet the flap held perfectly in that 


time. He had inserted his finger several times since the operation 
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the last time two or three weeks ago, and while Dr. MacKenty 
insisted that dilatation should be practiced in these cases, he him- 
self did not feel that it was necessary. Where you get a lining, 
dilatation is not necessary. Up to two weeks ago, no contraction 
had taken place. Dr. MacKenty had devised a little instrument for 
the first case, and he had it made for the girl’s case, with the re- 


quest that she pass it into the naso-pharynx on 


ce a week, and if 
she found it impossible to do so, to come back and report. The 
man operated upon last spring has passed it once a week, and says 
he has not noticed any contraction. 


Case of Atresia of the Pharynx. By Joun Horn, M. D. 

The patient, a woman, 36 years of age, with a good family his 
tory, came under observation a week ago, with the history that as 
far as she can remember, she has had difficulty in breathing through 
her nose, in fact, could not get any air through the rhino-pharynx. 
At times a thick mucous, sometimes accompanied by a foul odor, 
has been coming from her nose. During examination of the pos- 
terior pharynx with the index-finger, Dr. Horn broke down what 
appeared to be granulation tissue which bled moderately. Since 
then she has been able to breathe comfortably through this open- 
ing. Some of the tissue removed was sent to the pathologist for 
examination, but no report has yet been received. The nose is 
atrophic and contains small scabs. There is no history of trau- 
matism or syphilis. 


A Case of Killian Operation for Frontal Sinusitis; Well in Seven 
Days. By J. W. Greirsman, M. D. 


(Dr. Gleitsman was unable to be present, and the case was shown 
by Dr. Hurd). 


The patient, 40 years of age, had been operated upon by another 
physician about one year ago, the frontal sinus was opened ex 
ternally above the supra-orbital ridge, and bougies had frequently) 
been inserted, to establish and maintain drainage into the nose. 
From the narrative of the patient and from the absence of a scar, 
it is to be assumed that no opening through the frontal process of 
the upper maxilla had been attempted. 

In course of time there was recurrence of the former complaints 
and at examination obliteration of the naso-frontal duct was found. 
The Roentgen photographs showed a small sinus, very little ob- 
served. 

January 7, 1911, a typical Killian operation was performed at 


the German Hospital, the ethmoidal and the sphenoid sinus, which 


was unusually deep, were thoroughly curetted, and a large open- 
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ing of the naso-frontal duct established, with the drainage tube 
protruding from the nose. ‘The frontal sinus contained very 
pus, but extensive granulations. 


After the operation, the wound was closed with sutures whi 


were removed on the fifth day, and, as complete union had taken 
place, the patient was discharged on the eighth day, January 16,— 
the shortest time Killian himself had ever observe 


\t a later examination, the naso-frontal duct was found open 
and the subjective condition of the patient can easily be ascertained 


by inquiry from the members of the Section 


A Few Cases Showing the Cosmetic Results After External Nasal 
Sinus Operation. By Ler M. Hurp, M. D 
Case 1. A young woman, two years ago had the frontal eth- 
moids and sphenoids cleaned out through the so-called Killian 
route, the frontal sinuses were small and the removal of the 
anterior wall caused no deformity, the line of incision is practically 
invisible. 


Case 2. Also a young woman, had a very large ethmoid cell 
extending well over to the temporal side of the orbit. The frontal 
sinus was not affected, only so much of the floor was removed as 
was necessary to reach the ethmoid cells. The line of incision 1s 
quite invisible. 

Case 3. A man, was operated upon about two and a half weeks 
ago, a typical Killian on the frontal, ethmoids and sphenoid. All 
I 


ours. 


the metal sutures were removed at the end of sixteen 


Case 4. A man, had his operation about one month ago, thi 


metal sutures were removed inside of twenty-four hours 


These cases are not shown because of the interesting conditions 
in the sinuses, but simply to show the results of careful technic in 


making and closing the wound, as it is very important to have as 
little deformity as possible. The wounds are entir losed 
Michels’ metal-clamps, the skin being in apposition, the clamp is 
made to take as much of the adjacent skin as it will grasp, so that 
the wound has the appearance of a ridge when 
in place. The advantage of this is that most of the subcutaneous 


tissue is brought into apposition without using any suture 





that leaves subsequent scars. These metal sutures are removed 


within twenty-four hours and the wound powdered with arist 


a light dressing used 











TORONTO ACADEMY OF MEDICINE. 


EAR, NOSE AND THROAT SECTION, 


Regular Meeting, October 20, 1910. 
J. Price-Brown, M. D., CHAIRMAN. 

The chairman read his sessional address wherein he reviewed 
the history of nose and throat surgery for the past three decades; 
and made many humorous references to methods used in olden 
times. He referred to the trend of modern teaching toward radical 
operations and recognized a newer tendency to return to more con- 
servative, and in his opinion, more rational methods. He criticised 
rather adversely the almost universal use of the operations of sub- 
mucous resection of the nasal septum, and total extirpation of the 
tonsil in types of cases where he preferred less radical methods. 

Present day treatment of malignant disease of the nose and naso- 
‘pharynx, he discussed, taking a hopeful view of his own way of 
repeated treatments with the galvano-cautery. He spoke also of 
the advance of bronchoscopic methods, and recognized the difficulties 
in technic, such as made it likely and proper that direct bronchoscopy 
and esophagoscopy would rest in the hands of men specially trained 
in each community ; it would be a specialty within a specialty. 
Tubercular Laryngitis in a Young Woman. By Price-Brown, 


M. D. 


In this case there was marked tumefaction of one false cord, 


aphonia, physical signs in one apex. Local treatment by repeated 
galvano-cautery puncture; tumefaction had disappeared and voice 
returned to almost normal. A subsequent removal to the coun- 
try had improved the general condition so that the patient was 
able to return to her work. Examination now shows a slight 
bulging in the center of the opposite true cord but the 


changes are entirely absent. 


November 21, 1910. 
EXHIBITION OF CASES. 
(1) Ulceration of the Faucial Pillars, and of the Soft Palate, 
Necrosis of the Right Side of the Epiglottis, Operation upon 
for Malignant Disease of the Lip years ago. By D. J. G. 
WisHart, M. D. 
This case is improving under specific treatment. 
(2) Laryngeal Paralysis Due to Pressure of an Aneurism. By 
Dr. CAMPBELL. . 
(3) Case of Spring Catarrh, Treated with Carbonic Oxide Snow. 
By Dr. CAMPBELL. 
At first the improvement had been slow but a marked change for 
the better had been seen in the last month. 
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December 15, roro. 
EXHIBITION OF CASES BY PRI -BR 


(1) Sarcoma of the Nose. 


Case where recurrence had taken place since showing him t 
section a year ago. On Mav 12, 1910, under chloroform, the mi 


dle turbinal, which had become involved, was removed; the hemor 


rhage was terrific and continued for six days, when the common 


carotid was tied; pulse could not be counted. Eight days later 
galvano-cautery operations were again begun, and continu 
intervals until June 20. By this time the growth had been entirel; 


removed. During the last six months there has been no recurren 
(2) Slough of two-thirds of the Epiglottis. 
Patient first operated upon for malignant disease of the left 


of the neck: wound did not heal. Later came 


difficulty in swallowing ; part of the epiglottis had sloughed. Thi 

larynx is very anemic 

Retention Cyst of Sub-Maxillary Gland. By !’. GoLpsmiru,M.D 
Five years ago patient had first swelling over right sub-maxillar 


gland which was very hard but not tender, and disappeared in a few 
days. Two years later the lump again formed and a small calculus 


was removed from under the tongue. For a year there has been 


very hard gland noticeable under the right jaw. Incised without re 
sult until the day following when the lump became small and Whar 
ton’s duct could be catheterized and muco-pus reached: subsequent 
irrigation of the duct and pressure from the outside has 


the lump to its present size. 


The case is somewhat similar to a stricture f Stenson’ 
seen a short time ago where there was a swelling of thi 


extending to the mastoid tip. 
PATHOLOGICAL SPECIMENS EXHIBITED oe we Te 8 VISHART ce 


(1) Diphtheria of the Larynx. 
Child aged six brought into out-d 


condition ; no suggestion of diphtheria other than laryngeal stenosis ; 
no membrane to be seen in throat; illness lasted forty-eight hours 
The larynx was filled with a greyish-white membrane, extending 
into the trachea to the bifurcation. 
(2) Syphilis of the Larynx. 

Sailor, aged 35, under treatment irregularly in out-door depart 
ment for some months for specific disease. For ten months he 


suffered from dyspnea, and laryngeal stricture was suspected 
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September 27 he entered hospital, suffering from urgent dyspnea. 
Tracheotomy performed, but death followed in forty-eight hours. 
Larynx deep red in color, yocal cords and mucous membrane thick- 
ened, lumen narrowed, superior mediastinal glands much enlarged. 
Pharynx shows two or three large ulcerations. 


(3) Recurrent Paralysis of the Larynx. 

Male aged 42; five years ago lost power of speech during influ- 
enza, never fully recovered it. Post-mortem: a fusiform aneurism 
of the ascending aorta and arch with secondary changes. Slight 
atr« yphy of the left vocal cord. 

(4) Frontal Lobe Abscess Associated with Acute Mastoiditis. 

Female, aged 23, seen two years ago and pus found in left nose 
but origin not discovered: trans-illumination negative. Seen again 
three months ago and again pus found in left nose: some hyper- 
trophy but trans-illumination negative. Cautery applied to turbinal. 
An acute mastoiditis followed and operation performed seventeen 
days after cauterization, healing followed but on the tenth day pa- 
tient had an epileptiform attack with twitching of the left face, and 
headache, not relieved by treatment, seven days later. The eyes 


were reported normal and the nose examined, no condition found of 


sufficient importance to demand interference. Patient referred to 
medical service but died on the twenty-seventh day after operation. 
Post-mortem: an abscess seen in right frontal lobe containing two 
ounces of pus: no connection could be made out between this and 
the mastoid region, and rest of brain was normal. Unfortunately, 
no examination of the accessory sinuses was made. The case was 


discussed by several members. 


Some Notes on Bronchoscopy and Esophagoscopy. by G. 
Boyp, M. D. 

Dr. Boyd detailed several cases where he had used the method 
successfully and showed the foreign bodies which he had removed ; 
among others a coin, part of a tooth-plate, a duck bone from the 
esophagus ; and a piece of a peanut, and a bit of egg-shell from the 
lower air passages. He extolled the method in selected cases but 
said that it ought not to supersede the older indirect method except 
in certain cases where the older method was not applicable. He 
spoke particularly of a case of esophageal stricture in a child which 
had been dilated successfully, the whole operation being in sight, 


and advised the method here as being a very safe one compared 
with the dilating in the dark. 
The paper was discussed by the chairman, and Dr. Goldsmith. 
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The Principles and Practice of Modern Otology. 
By JoHN F. Barnuiiy, M. D., Professor of Otology, | 





Rhinology, Indiana University School of Medicine; and Ernest de W 
Wales, B. S., M. D., Clinical Professor of Otology, Laryngology and 
Rhinology, Indiana University School of Medicine Second edition re 


vised. Octavo of 598 pages, with 305 original illustrations, many in 
colors. Philadelphia and London W. B. Saunders Company, 1911 
Cloth, $5.50; Half Morocco, $7.00 net. 


; 


“Modern Otology” is a title which departs somewhat from the beaten 


path but it seems to express in this volume what the name impli 
This is one of the most up-to-date American treatises on diseases of the 
ear and should be carefully read by every working otologist 

The fine illustrations accompanying this volume merit special recogr 


tion for their excellence, thoroughness and clearness 
There is no American work that has developed the topographical an 
atomy and surgical land-marks more thoroughly than is here found in 





various chapters on the anatomy and physiology of the ear 
In the second edition the most important additions noted ars 1. The 
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chapter on the examination of the function of the ear, including the de 
scription and formula of a uniform system of tests accepted by the eighth 
otological congress at Budapest, in 1909. 2. A more extended stats 
ment regarding operative injury to the facial nerve. 3 A description 
of the “conservative” radical mastoid operation, commonly called the 
Heath operation. 4. Several paragraphs relating to the symptoms 
pathology, and surgical treatment of labyrinthine ippuration 

It is an excellent work and ranks justly as one of the first Americar 
treatises on otology. 


A Treatise on Diseases of the Nose, Throat and Ear. 

By Witi1am Lincotn BALLENGER, M. D., Professor of Laryngology, Rhin 
ology and Otology in the College of Physicians and Surgeons, Chicago 
New third edition, thoroughly revised. Octavo, 983 pages, with 506 
engravings, mostly original, and 22 plates. Cloth, $5.50 net Lea and 
Febiger, Philadelphia and New York, 1911. 


The rapid succession of three large editions of this work indicates the 
stamp of approval of the medical profession and the favorable criticism 
of special workers in this field and the unusual precedent established by 
the author in the work of this complete combination of atlas and text 
book in oto-laryngology. 

rernaps tne most characteristic and valuable feature of this werk is 
the targe series of original drawings illustrating the successive steps of 
the various operations on the ear, nose and throat. 

The subject-matter is precisely presented and makes this treatise a 
working hand-book rather than a reference-volume of pathology and 
therapy. There has been a complete revision in this edition with many 
additions to the text and illustrations. Vaccine therapy, the section on 
labyrinthine diseases and surgical treatment, a description of several 
new modifications of the operations on the nasal septum and upon the 
accessory sinuses, and a new chapter on bronchoscopy constitute some 
of the more important additions. 

Ballenger’s work is without question the most complete American 
treatise on this subject that has as yet been published, and it is a mat- 
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ter for general congratulation that the editions are so rapidly disposed 
of that the author is enabled, with each successive revision, to keep this 
book abreast of the unusual progress which is being made in oto-laryng- 
ology. 


Manual of Diseases of the Ear, Nose, and Throat. 

By JounN Jounson Kyte, B. S., M. D., Professor of Otology, Rhinology 
and Laryngology Indiana University School of Medicine, etc. Third 
edition revised and enlarged. Pp. XXXI-670 with 176 illustrations. 
Leather, $3.00. P. Blakiston’s Son and Co., Philadelphia, 1911. 


This manual demonstrates its popularity by an early third edition and 
maintains its rank among similar works on diseases of the ear, nose and 
throat. It has been the effort of the author to present to the student 
and worker in oto-laryngology the essential information in this special 
field in brief form, and in this it serves its purpose well. 


Diagnostic and Therapeutic Technic. 

By Apert 8. Morrow, M. D. Adjunct Professor of Surgery, New York 
Polyclinic. Octavo of 850 pages, with 815 original line drawings. 
Cloth, $5.00 net. Philadelphia and London: W. B. Saunders Company, 
1911. 


In an excellent book entitled “Diagnostic and Therapeutic Technic,” 
Albert S. Morrow, reviews the entire field of medicine. The book is 
noted for its very lucid illustrations bringing everything into detail and 
reminds us, for the time being, of Ashton’s “Gynecology.” 

For the benefit of the ear, nose and throat specialist we would call 
attention to the following departments: In the demonstration of general 
anesthesia, the author covers the ground very thoroughly, beginning with 
preparation of the patient and continuing them through to the after- 
treatment; he, however, fails to mention somnoform which has attained 
a position that is hard to replace. 

The chapters on “Sphygmomanometry,” and on the use of the saline 
solution are exceedingly good; that on the collection and preservation of 
pathological material is well worth reading. The author shows: excellent 
ability in bringing forth the consideration of the nose and accessory 
sinuses and explains the use of Hay’s pharyngocope and Coakley’s trans- 
illuminator. This subject is made very readable. 

The author devotes some space to the explanation of the tracheo- 
bronchoscope, the use of the O’Dwyer incubation apparatus; the proper 
methods of tracheotomies; the use of the esophageal bougies; esophago- 
scopy and gastroscopy. 

The consideration of the ear is very excellent. Though the author 
brings forth little that is entirely new, yet, on the whole, the book is an 
excellent addition to an oto-laryngologist’s library. 


Hints for the General Practitioner in Rhino-Laryngology (Rhino-und 
laryngologische Winke fuer praktische Aerzte. 
By Dr. JoHANN Fern, Private-docent, University of Vienna. Second edi- 
tion, revised. Pp. VIII-200, with 42 illustrations in the text and 7 
plates. Urban and Schwarzenberg, Berlin and Vienna, 1911. 


This second edition of Fein’s littke work on “Rhino-und-Laryngolo- 
gische Winke fuer praktische Aertze,” is a handy pocket-reference of 
notes, suggestions and data for the use of the general practitioner in 
his treatment of oto-laryngological diseases and contains many points 
of interest to the specialist. 

In the February issue of THr LARYNGOSCOPE we have reviewed an 
English translation of this little volume. 





